AUTHENTICATED , 
US. GOVERNMENT 
INFORMATION ^ 


S. Hrg. 110-270 

THE NEXT PHASE OF THE GLOBAL HGHT 
AGAINST HIV/AIDS 


HEARING 

BEFORE THE 

COMMITTEE ON FOREIGN RELATIONS 
UNITED STATES SENATE 

ONE HUNDRED TENTH CONGRESS 

FIRST SESSION 

OCTOBER 24, 2007 


Printed for the use of the Committee on Foreign Relations 



Available via the World Wide Web: http://www.gpoaccess.gov/congress/index.html 


U.S. GOVERNMENT PRINTING OFFICE 
40-543 PDF WASHINGTON : 2008 


For sale by the Superintendent of Documents, U.S. Government Printing Office 
Internet: bookstore.gpo.gov Phone: toll free (866) 512-1800; DC area (202) 512-1800 
Fax: (202) 512-2104 Mail: Stop IDCC, Washington, DC 20402-0001 



COMMITTEE ON FOREIGN RELATIONS 

JOSEPH R. BIDEN, jR., Delaware, Chairman 
CHRISTOPHER J. DODD, Connecticut RICHARD G. LUGAR, Indiana 

JOHN F. KERRY, Massachusetts CHUCK HAGEL, Nebraska 

RUSSELL D. FEINGOLD, Wisconsin NORM COLEMAN, Minnesota 

BARBARA BOXER, California BOB CORKER, Tennessee 

BILL NELSON, Florida JOHN E. SUNUNU, New Hampshire 

BARACK OBAMA, Illinois GEORGE V. VOINOVICH, Ohio 

ROBERT MENENDEZ, New Jersey LISA MURKOWSKI, Alaska 

BENJAMIN L. CARDIN, Maryland JIM DeMINT, South Carolina 

ROBERT P. CASEY, jR., Pennsylvania JOHNNY ISAKSON, Georgia 

JIM WEBB, Virginia DAVID VITTER, Louisiana 

Antony J. Blinken, Staff Director 
Kenneth A. Myers, Jr., Republican Staff Director 

(II) 



CONTENTS 


Page 

Biden, Hon. Joseph R., Jr., U.S. Senator from Delaware, opening statement ... 1 

Dybul, Hon. Mark R., U.S. Global AIDS Coordinator, Department of State, 

Washington, DC 6 

Prepared statement 9 

Responses to questions submitted for the record by Senator Biden 32 

Responses to questions submitted for the record by Senator Menendez 45 

Feingold, Hon. Russell, D., U.S. Senator from Minnesota, statement 22 

Lugar, Hon. Richard G., U.S. Senator from Indiana, opening statement 3 

Menendez, Hon. Robert, U.S. Senator from New Jersey, statement 25 

(HI) 




THE NEXT PHASE OF THE GLOBAL FIGHT 
AGAINST HIV/AIDS 


WEDNESDAY, OCTOBER 24, 2007 

U.S. Senate, 

Committee on Foreign Relations, 

Washington, DC. 

The committee met, pursuant to notice, at 2:21 p.m., in room 
SD-419, Dirksen Senate Office Building, Hon. Joseph R. Biden, Jr. 
(chairman of the committee) presiding. 

Present: Senators Biden, Feingold, Bill Nelson, Menendez, 
Cardin, Webb, Lugar, Hagel, Corker, Sununu, Murkowski, DeMint, 
Isakson, and Vitter. 

OPENING STATEMENT OF HON. JOSEPH R. BIDEN, JR., 

U.S. SENATOR FROM DELAWARE 

The Chairman. We now turn to a hearing on the next phase of 
the global fight against HIV/AIDS. Our witness — and we welcome 
him — is Ambassador Dybul. Welcome, sir. Thank you for being 
here. 

This is the first of several hearings this committee will hold to 
explore the critical question, which is where do we go next in the 
global fight against HIV/AIDS. According to the UNAIDS organiza- 
tion, nearly 3 million people died because of AIDS last year and an 
estimated 40 million people are living with HIV today, and most 
of them don’t know because they’ve never been tested. Thousands 
of people will become newly infected today, thousands in a single 
day, thousands every single day. That is the relentless enemy that 
we’re up against. 

We have made tremendous gains in the last 4 years in the fight 
against HIV/AIDS, but these numbers tell us just how far we still 
have to go. Four years ago Congress passed the United States 
Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act. We 
authorized $15 billion to support the President’s Emergency Plan 
for AIDS Relief and for the multilateral Global Fund to Fight 
AIDS, Tuberculosis, and Malaria. That legislation launched a 5- 
year battle plan in the war on AIDS, TB, and malaria. 

Since then the United States has created the largest public 
health program the world has ever known, and I believe history 
will record that this is one of President Bush’s greatest accomplish- 
ments. He has helped to save millions of lives by leading the global 
fight against HIV/AIDS and by spearheading the new malaria ini- 
tiative. 

Thanks to the international efforts led by the United States, over 
a million people with AIDS are now on antiretroviral treatment, or 
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ARVs. That means over 1 million death sentences have been sus- 
pended. But that’s still less than a quarter of those who need treat- 
ment in poor and middle-income countries. Enrolling more people 
into treatment programs and maintaining efforts already under 
way is a substantial challenge. So is helping the countries that 
begin to assume ownership of these efforts on the road to sustain- 
ability. 

Thanks to U.S. programs designed to prevent the transmission of 
HIV from mother to child, since 2003 over half a million pregnant 
and nursing women have received treatment. As a result, over 
100,000 babies who likely would have contracted HIV did not. 
Every healthy baby today is a triumph. 

But we cannot declare victory. Far from it, because the disease 
continues to spread. Every day an extimated 1,800 children world- 
wide become infected with AIDS. The vast majority are newborns 
in sub-Saharan Africa whose mothers were infected and lack the 
means to protect their children. We are not keeping pace with this 
pandemic. For every person who enrolled in a treatment program 
last year, six more became newly infected, according to UNAIDS. 

The United States and its partners need to devote more funds to 
this effort. But it’s not just a question of more money; it’s a ques- 
tion of how we spend it. 

These are the facts before us and as the committee takes up the 
reauthorization of our global HIV/AIDS, TB, and malaria programs 
these must be kept in mind. This will be a bipartisan effort and 
I look forward to working with Senator Lugar as well as other 
members of the committee and Senators Kennedy and Enzi on the 
Health, Education, and Labor and Pensions Committee. 

In thinking about reauthorization, for myself — speaking only for 
myself — I have several priorities. The first priority is simply this. 
We have to reauthorize this bill. No one — no one, should doubt the 
bipartisan commitment of this Congress to see the process through. 
It’s more important we do this right than we do it overnight, Wt 
we will reauthorize this legislation. 

Second, in reauthorizing the bill we must do more on prevention. 
The math is brutally clear. We cannot keep up with the current 
pace of the epidemic through treatment programs. To slow its 
deadly progress, we have to expand and improve the prevention 
efforts. 

Third, we should follow the recommendation of the Government 
Accountability, Accounting Office, and the Institute of Medicine, 
which is part of the National Academies of Science. In a congres- 
sionally mandated report, the Institute of Medicine recommended 
eliminating current budget allocations or earmarks that limit vital 
flexibility. 

We currently have 15 AIDS focus countries. That means we are 
not facing a single pandemic, but rather 15 or more local 
epidemics. What works in Botswana may not work in Nigeria or 
Vietnam. We need to give those who are fighting the battle against 
HIV/AIDS the flexibility to combat their local epidemics. We should 
have targets and mechanisms to measure progress. But we should 
not divide our funding into rigid arbitrary categories that dictate 
our priorities. 
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Finally, we need to listen to the people in the front lines of this 
fight. This summer Senator Lugar and I asked the staff of the com- 
mittee to visit these countries and look at the programs in the doz- 
ens of focus countries to assess their progress and problems, to talk 
to care providers and patients, to consult with government officials 
and NGOs. Their findings will help us strengthen the program. 

My other key priorities for reauthorization are: First, to hotter 
integrate our HIV effort with other health and development pro- 
grams. 

Two, build healthy capacity in Africa. The shortage of health care 
workers may be the greatest obstacle in the fight against HIV/ 
AIDS in the continent of Africa. 

Third, expand our efforts to address the gender-based violence 
and other inequities. Millions of women and girls do not have the 
power to make sexual decisions. Abstinence is not an option when 
you lack the power to choose. Girls’ education and women’s em- 
powerment in my view are critical in the fight against AIDS. 

Fourth, we have to improve our efforts to combat TB and ma- 
laria. These diseases were part of the 2003 legislation. They should 
be part of our discussion now. 

Finally, as we work to reauthorize this legislation we should ex- 
pand funding for it. The President has called on Congress to pass 
a bill authorizing $30 billion over the next 5 years. He has called 
this a doubling of our efforts. That does amount to double the ini- 
tial authorization, but not our current funding. The foreign oper- 
ations appropriations bill recently passed by the Senate includes 
$5.7 billion for AIDS, TB, and malaria for fiscal year 2008. If we 
divide $30 billion over the next 5 years, it would provide for $6 bil- 
lion a year, a relatively small increase over our current efforts, not 
a doubling. I believe that $30 billion should be the starting point 
for discussion, not our final destination. 

The fight against HIV/AIDS, TB, and malaria is one of the great 
moral and strategic challenges of our time. Congress must once 
again rise to the challenge, building on and improving the legisla- 
tive framework we laid out in 2003. We’re in this for the long haul 
and reauthorizing this bill will be the next step. 

I’d like now to yield to a leader on this subject, my friend. Sen- 
ator Lugar. 

STATEMENT OF HON. RICHARD G. LUGAR, U.S. SENATOR 
FROM INDIANA 

Senator Lugar. Thank you, Mr. Chairman. It’s a great privilege 
to be with you in working for reauthorization. 

I would just comment that the HIV/AIDS pandemic threatens 
millions of people and is rending the socioeconomic fabric of com- 
munities, nations, and an entire continent and is creating a poten- 
tial breeding ground for instability and terrorism. In the most 
heavily affected areas, communities are losing a whole generation 
of parents, teachers, laborers, health care workers, peacekeepers, 
and police. 

United Nations projections indicate that by 2020, HIV/AIDS will 
have depressed GDP by more than 20 percent in the hardest hit 
countries. Many children who have lost parents to HIV/AIDS are 
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left entirely on their own, leading to an epidemic of orphan-headed 
households. 

Beyond our own national security concerns, we have a humani- 
tarian duty to take action. During the last several years, the Amer- 
ican people have catalyzed the world’s response to the HIV/AIDS 
epidemic. It’s not often that we have an opportunity to save lives 
on such a massive scale. Yet every American can be proud that we 
have seized this opportunity. 

I am grateful that the chairman has called this hearing today be- 
cause it provides a chance to jump-start the process of reauthor- 
izing the U.S. Leadership Against HIV/AIDS, Tuberculosis and 
Malaria Act of 2003, known as the Leadership Act. I believe that 
Congress should reauthorize the Leadership Act as soon as pos- 
sible, preferably this year, rather than wait until it expires in Sep- 
tember 2008. Partner governments and implementing organiza- 
tions in the field have indicated that without early reauthorization 
of the Leadership Act they may not expand their programs in 2008 
to meet the goals of the President’s Emergency Plan For AIDS Re- 
lief, PEPFAR. These goals include providing treatment for 2 million 
people, preventing 7 million new infections, and caring for 10 mil- 
lion AIDS victims, including orphans and vulnerable children. 

Many partners in the fight against HIV/AIDS want to expand 
their programs, but to do so they need assurances of a continued 
U.S. commitment beyond 2008. We may promise that a reauthor- 
ization of an undetermined funding level will happen eventually, 
but partners need to make their plans now if they are to maximize 
their efforts. Today they have only a Presidential proposal and not 
an enacted reauthorization bill. This is an important matter of per- 
ception, similar to consumer confidence. It may be intangible, but 
it will profoundly affect the behavior of individuals, groups, and 
governments engaged in the fight against HIV/AIDS. 

I recently received a letter from the Ministers of Health of 12 
African focus countries receiving PEPFAR assistance. They wrote: 
“Without an early and clear signal of the continuity of PEPFAR 
support, we’re concerned that partners might not move as quickly 
as possible to fulfill the resource gap that might be created. There- 
fore, services will not reach all those who need them. The momen- 
tum will be much greater in 2008 if we know what to expect after 
2008.” 

Now, the committee has also received support for early author- 
ization from AIDS Action, which believes that our global partners 
need to “be assured that the U.S. commitment and leadership will 
continue and grow.” 

We have heard from the foundation and donors interested in 
Catholic activities, which argues that early reauthorization will, 
“encourage implementing partners to expand the number of pa- 
tients receiving antiretrovirals in 2008 to target levels, rather than 
holding back on new services for fear of the program’s ending or 
being seriously curtailed. This means more lives will be saved.” 

I realize that a PEPFAR reauthorization bill will face a crowded 
Senate calendar, but maintaining the momentum of PEPFAR dur- 
ing 2008 is a matter of life and death for many. Part of the original 
motivations behind PEPFAR was to use American leadership to 
leverage other resources in the global community and the private 
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sector. The continuity of our efforts to combat this disease and the 
impact of our resources on the commitments of the rest of the 
world will be maximized if we act now. 

In my judgment, Congress can reach an agreement expeditiously 
on this reauthorization. Most of the Leadership Act’s provisions are 
sound and do not require alteration. The authorities in the original 
bill are expansive and they are enabling the program to succeed in 
diverse nations, each with its own unique set of cultural, economic, 
and public health circumstances. 

With this in mind, I introduced S. 1966 after consulting exten- 
sively with American officials who are implementing PEPFAR. My 
bill would increase to $30 billion the authorization for the years 
2009 through 2013, a doubling of the initial U.S. commitment. It 
would also improve the transparency of the Global Fund, adjust the 
abstinence funding mechanism, and maintain the directive that 10 
percent of funding be devoted to programs for orphans and vulner- 
able children. 

But my bill avoids sweeping revisions of the Leadership Act. Offi- 
cials with experience in implementing the PEPFAR program have 
told me that preserving the existing provisions of the bill would 
provide the best chance at continued success. Adding new restric- 
tions to the law could limit the flexibility of those charged with im- 
plementing in 2009 and beyond. We don’t know what the chal- 
lenges of 2013 will be, although we can say with confidence the 
landscape will be different than it is today. 

This is not to say that Senators may not have good ideas for im- 
provement that should be adopted. But new provisions must not 
unduly limit the flexibility of the program and Congress should 
avoid descending into time-consuming quarrels over provisions that 
are unnecessary or that have little to do with the core missions of 
the bill. 

As Senators study the record of PEPFAR to date, I believe they 
will find that the vast majority of the authorities needed for the 
next phase of our effort already are in the existing legislation. The 
PEPFAR program is dealing successfully with special areas of con- 
cern, including strengthening health systems, addressing gender 
issues, improving nutrition, expanding educational opportunities, 
and funding pediatric care. 

Five years ago, HIV was a death sentence for most individuals 
in the developing world who contracted the disease. Now there is 
hope. We should never forget that behind each number is a person, 
a life the United States can touch or even save. 

At the time the Leadership Act was announced, only 50,000 peo- 
ple in all of sub-Saharan Africa were receiving antiretroviral treat- 
ment. Through March of this year, the act has supported treatment 
for more than 1.1 million men, women, and children in 15 PEPFAR 
focus countries. U.S. bilateral programs have supported services for 
more than 6 million pregnancies. In more than 533,000 of these 
pregnancies, the women were found to be HIV positive and re- 
ceived antiretroviral drugs, preventing an estimated 101,000 infant 
infections through March 2007. We have supported care for more 
than 2 million orphans and vulnerable children, as well as 2.5 mil- 
lion people living with HIV/AIDS through September 2006. The 
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United States has supported 18.7 million HIV counseling and test- 
ing sessions for men, women, and children. 

PEPFAR, led by Ambassador Dybul, has listened to the Congress 
and many other stakeholders. As the Institute of Medicine has 
said, the Leadership Act is a learning organization. We should pass 
a bill now that allows PEPFAR to expand and evolve its program 
implementation using the experience of the past 3 V 2 years. 

I’ve offered S. 1966 in the hope that other Senators will come for- 
ward with their proposals this year. We have had a lot of time to 
study the program since 2003. I’m certain Members of Congress 
will have considerable and constructive ideas, but it’s important to 
move now. We will save more lives and prevent more infections if 
we reauthorize this remarkable program this year. 

I thank the Chair. 

The Chairman. Thank you very much. 

Mr. Ambassador, the floor is yours. 

STATEMENT OF HON. MARK R. DYBUL, U.S. GLOBAL AIDS 

COORDINATOR, DEPARTMENT OF STATE, WASHINGTON, DC 

Ambassador Dybul. Thank you, Mr. Chairman. Mr. Chairman, 
Senator Lugar, members of the committee and staff, let me begin 
by thanking you for your leadership and commitment on global 
AIDS, for your actions in 2003 to pass the Leadership Act to au- 
thorize the President’s Emergency Plan for AIDS Relief, or 
PEPFAR, and for your actions today and leading to today’s hearing 
on the reauthorization of this historic legislation and program. 

President Bush and a bipartisan, bicameral Congress have re- 
flected the compassion and generosity of the American people. In 
rolling out the largest international public health initiative in his- 
tory, we have acted quickly. We have obligated 94 percent of the 
funds appropriated to PEPFAR so far and outlaid or expended 67 
percent of them. 

But success is not measured in dollars spent. It’s measured in 
services provided and lives saved, and PEPFAR is well on its way 
to achieving its ambitious prevention, treatment, and care targets. 
Senator Lugar has outlined many of those results and I need not 
go through them. They’re in the written testimony. 

But I did want to point out it is important that we have all 
three: Prevention, treatment, and care. Within the past decade the 
pendulum of preferred interventions has swung from prevention to 
treatment and back to prevention. Using these pendulum swings to 
determine policy and programs can be dangerous. 

The President and a bipartisan Congress got it right the first 
time because a comprehensive program that includes all three re- 
flects public health realities. Without treatment, people are not mo- 
tivated to be tested to learn their HIV status. Without testing, we 
cannot identify HIV-positive persons and so we cannot teach them 
safe behavior and they cannot protect themselves and others. With- 
out care and treatment programs, we do not have regular access 
to HIV-positive persons to constantly reinforce safe behaviors. 
Without testing and treatment, we cannot medicalize the disease, 
which is essential to reducing stigma and discrimination. Without 
testing and treatment, we have no hope of identifying discordant 
couples and women have no possibility of getting their partners 
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tested so they can protect themselves. And of course, without pre- 
vention we cannot keep up with the ever-growing pool of people 
who need care and treatment, as you pointed out, Mr. Chairman. 

Prevention is the bedrock of an effective global AIDS response 
and also the greatest challenge in this fight. Changing human be- 
havior is very difficult, but in addition to earlier dramatic declines 
in HIV prevalence in Uganda there is growing evidence of similar 
trends in other African nations and the Caribbean. Our best hope 
for generalized epidemics, such as those in Africa, is what’s called 
and was created by Africans as ABC — or Abstain, Be Faithful, and 
Correct and Consistent use of Condoms. 

But it should be pointed out that ABC is far more complicated 
than those letters indicate. We have to reach children through life 
skills programs and other programs at an early age to teach them 
to respect themselves and others, which can lead them to delay 
sexual debut, limit their number of partners, and change gender 
norms. These are generational and deep cultural changes that re- 
quire time and persistence. 

For older adolescents and adults who are sexually active, ABC 
includes reducing casual and multiple concurrent partnerships, 
which can rapidly spread HIV infection. We must also identify dis- 
cordant couples in which one partner is positive and the other is 
negative and focus effective prevention on them. 

We also need to teach correct and consistent condom use for 
those who are sexually active and ensure a supply of condoms. So 
far the American people have provided 1.67 billion condoms since 
the Emergency Plan began. As Peter Plot of UNAIDS has said, 
more than all others combined. 

While PEPFAR is aggressively pursuing prevention, it’s also true 
that we need to improve what we are doing and, in fact, we need 
to improve every area of what we are doing. We need to take pre- 
vention to the next level. First, you must Imow your epidemic and 
tailor your prevention strategies accordingly. So, as the chairman 
pointed out, that is why we have different approaches depending 
on whether a country has a concentrated or a generalized epidemic. 

Next, just as we need combination therapy for treatment, we 
need combination prevention that blankets geographic areas with 
various prevention modalities so that all the youth, for example, 
hear the messages and can change their behavior accordingly. 

We also need to create effective approaches to older populations, 
including discordant couples, and have these programs in the same 
geographic concentration as the youth programs. We need to link 
clinical approaches, such as prevention of mother-to-child trans- 
mission and testing and counseling, to behavior change programs. 

And we must rapidly incorporate the latest scientific advances. 
Recent studies have shown that medical male circumcision can sig- 
nificantly reduce the risk of HIV infection for men as one part of 
a broad prevention arsenal, and PEPFAR has been the most ag- 
gressive of any international partner in pursuing this. We are also 
hoping for more scientific evidence on preexposure prophylaxis, 
microbicides, and vaccines. 

Addressing the distinctive needs of women and girls is critical to 
effective prevention, as you pointed out, Mr. Chairman. PEPFAR 
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has been a leader in addressing gender issues and has incorporated 
gender actions in prevention, treatment, and care programs. 

While HIV/AIDS remains a global emergency, we are also fo- 
cused on building capacity for a sustainable response. Some wonder 
whether putting money into HIV/AIDS in such large levels is hav- 
ing a negative impact on health systems. Well, fortunately the data 
to date suggest the opposite. A study in Rwanda showed that the 
addition of basic HIV care into primary health centers contributed 
to an increase in utilization of maternal and reproductive health 
services, prenatal, pediatric, and general health care. It found sta- 
tistically significant increases in delivery of non-HIV services in 17 
of 22 indicators. 

In Botswana, infant mortality rose and life expectancy dropped 
by one-third because of HIV/AIDS. Now, because President Mogae 
has led an all-out battle against HIV/AIDS, infant mortality is de- 
clining and life expectancy is increasing. 

It’s important to remember PEPFAR works in the general health 
sector. When we improve a laboratory to provide more reliable HIV 
testing or train a nurse in clinical diagnosis of opportunistic 
infections, that benefits everyone who comes into contact with that 
clinic or nurse. A recent study of PEPFAR-supported treatment 
sites in four countries found that we supported a median of 92 per- 
cent — 92 percent — of the investments in the health infrastructure 
to provide comprehensive treatment and care, and more in the pub- 
lic than in the nonpublic sector. 

As effective HIV programs are implemented, hospital admissions 
plummet, easing the burden on the health care staff throughout 
the system. In Rwanda, the average monthly number of new hos- 
pitalizations at seven sites that have been providing HIV treatment 
for more than 2 months dropped by 21 percent, increasing health 
care capacity by 21 percent. 

The Chairman. Excuse me. Over what period? Would you repeat 
that again? 

Ambassador Dybul. Two months. 

The Chairman. Two months. 

Ambassador Dybul. Just 2 months. And this is common because 
about 50 percent of hospitalizations in many places are because of 
HIV/AIDS. So if you treat HIV/AIDS the hospitalizations go down. 

As the chair of the Institute of Medicine panel put it, “Overall 
PEPFAR is contributing to make health systems stronger.” 
PEPFAR is an important part of the President’s and the Congress’s 
expansive development agenda. Broadly speaking, PEPFAR is con- 
tributing to general development in several important ways, which 
I look forward to discussing with you. 

When President Bush called for reauthorization of the Leader- 
ship Act, he emphasized the need to better connect the dots of de- 
velopment, as you suggested, Mr. Chairman. The Leadership Act 
provides us with expansive authorities for such work and we are 
constantly trying to improve our efforts. But I’d like to note that 
our view of the appropriate limits of PEPFAR’s role means that 
when we connect the dots of development we cannot become 
USAID, MCC, PMI, or any of its sister initiatives, but we are 
part of a larger whole and contributing to the larger development 
agenda. 
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We believe Congress got this right in the original legislation and 
that it’s the right position going forward. I think this under- 
standing is critical in the conversation about reauthorization. 
There is no question there is a lot to discuss and debate. Yet the 
Leadership Act already has the authorities we need and provides 
the right amount of flexibility to put them to use. 

The Institute of Medicine called PEPFAR “a learning organiza- 
tion,” as Senator Lugar noted, and we’ve used the flexibilities of 
the original legislation to learn and to constantly change our ap- 
proach based on the lessons learned. 

Congress enacted a good law the first time and this is clear from 
the results. While some modifications are needed, rather than let- 
ting the perfect be the enemy of the good, we believe we can move 
expeditiously together. 

While I was in Haiti a few weeks ago, the Minister of Health ex- 
pressed the same concern as every country I’ve been to: Will this 
continue? Can we scale up or should we see what happens? Coun- 
tries are asking for rapid action and they are looking to be con- 
vinced of the need of being prudent in significantly expanding their 
programs in 2008 in order to save the maximum number of lives. 
Because of this reality. President Bush called for early bipartisan, 
bicameral action. 

Mr. Chairman, Senator Lugar, and members of the committee, 
through PEPFAR and our broader development agenda, the Amer- 
ican people have engaged in one of the great humanitarian efforts 
in history. Our partnerships are founded in the profound sense of 
dignity and worth of every human life and in trust and mutual re- 
spect between peoples. The people of many countries have a new 
window into the hearts of Americans. They know what we stand 
for and that we stand with them. 

Beyond that, as President Bush has said, this effort is also good 
for our national character and who we are as a people. This noble 
and ennobling work has only begun and we look forward to work- 
ing with you, your committee, the other committees, and a bipar- 
tisan Congress to move forward in this noble work. 

Thank you very much. 

[The prepared statement of Ambassador Dybul follows:] 

Prepared Statement of Ambassador Mark Dybul, U.S. Global AIDS 
Coordinator, Department of State, Washington, DC 

Mr. Chairman, Senator Lugar, members of the committee and staff, let me begin 
by thanking you for your leadership and commitment on global HIV/AIDS, for your 
actions in 2003 to pass the authorizing legislation for the President’s Emergency 
Plan for AIDS Relief (PEPFAR), and for your actions leading to today’s hearing on 
reauthorization of this historic legislation and program. 

Just 5 years ago, many wondered whether prevention, treatment, and care could 
ever successfully be provided in resource-limited settings where HIV was a death 
sentence. Only 50,000 people living with HIV in all of sub-Saharan Africa were re- 
ceiving antiretroviral treatment. 

President Bush and a bipartisan, bicameral Congress reflected the compassion 
and generosity of the American people as together you led our Nation to lead the 
world in restoring hope by combating this devastating pandemic. You recognized 
that HIV/AIDS was and is a global health emergency requiring emergency action. 
But to respond in an effective way, it has been necessary to build systems and sus- 
tainable programs as care is rapidly provided, creating the foundation for further 
expansion of care to those in need. The success of PEPFAR is firmly rooted in these 
partnerships, in the American people supporting the people of the countries in 
which we are privileged to serve — including governments, nongovernmental organi- 
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zations including faith- and community-based organizations and the private sector — 
to build their systems and to empower individuals, communities, and nations to 
tackle HIV/AIDS. And in just 3 V 2 years, it is working. 

RESULTS 

In rolling out the largest international public health initiative in history, we have 
acted quickly. We have obligated 94 percent of the funds appropriated to PEPFAR 
so far, and outlayed or expended 67 percent of them. But success is not measured 
in dollars spent; it is measured in services provided and lives saved. 

PEPFAR is well on the way to achieving its ambitious 5-year targets of supporting 
treatment for 2 million people, prevention of 7 million new infections, and care for 
10 million people infected and affected by HIV/AIDS, including orphans and vulner- 
able children. 

Through September 2006, PEPFAR-supported programs reached 61 million people 
with prevention messages, and the U.S. Government has supplied 1.67 billion 
condoms through this August — as Dr. Piot of UNAIDS has said, more than all other 
developed countries combined. PEPFAR has supported antiretroviral prophylaxis 
during over half a million pregnancies, preventing an estimated 101,000 infant HIV 
infections. In fact, five of the focus countries have greater than 50 percent coverage 
of pregnant women — the goal of the President’s International Mother and Child 
Prevention Initiative (which preceded the Emergency Plan) — and Botswana has 
achieved a 4-percent national transmission rate, which approximates that of the 
United States and Europe. With Emergency Plan support, focus countries have 
scaled up their safe blood programs, and 13 of them can now meet two-thirds of 
their collective demand for safe blood — up from just 45 percent when PEPFAR 
started. PEPFAR has supported HIV testing and counseling for 18.6 million people, 
and supported care for 2.4 million adults and 2 million orphans and vulnerable chil- 
dren infected and affected by HIV. And through March 2007, PEPFAR supported 
antiretroviral treatment for over 1.1 million men, women, and children — more than 
1 million in sub-Saharan Africa. 

Country teams will submit their annual program results data to us shortly, and 
we expect that the data will demonstrate impressive continued progress. 

SUCCESS REQUIRES A COMPREHENSIVE STRATEGY 

When the history of public health is written, the global HIV/AIDS action of the 
American people will be remembered for its size, but also for its scope: The insist- 
ence that prevention, treatment, and care — all three components, with goals for 
each — are all required to turn the tide against HIV/AIDS. 

Within the past decade, the pendulum of preferred interventions has swung from 
prevention to treatment and back to prevention. By the way, care always, and trag- 
ically, seems to get lost. Using these pendulum swings to determine policy and pro- 
grams can be dangerous — and even deadly. 

The President and a bipartisan Congress got it right the first time, because a 
comprehensive program that includes prevention, treatment, and care reflects basic 
public health realities: 

Without treatment, people are not motivated to be tested and learn their 
HIV status. 

Without testing, we cannot identify HIV-positive persons and so we cannot 
teach them safe behavior, and they cannot protect others. 

Without care and treatment programs, we do not have regular access to 
HIV-positive persons to constantly reinforce safe behaviors — a key compo- 
nent of prevention. 

Without testing and treatment, we cannot “medicalize” the disease, which 
is essential to reducing stigma and discrimination — which, in turn, is essen- 
tial for effective prevention and compassionate care for those infected and 
affected by HIV. 

Without testing and treatment, we have no hope of identifying discordant 
couples, and women have no possibility of getting their partners tested so 
that they can protect themselves. 

And, of course, without prevention, we cannot keep up with the ever-grow- 
ing pool of people who need care and treatment. 

Currently, we’re spending 46 percent of our programmatic funds on treatment. 
When you include counseling and testing as a prevention intervention, as most of 
our international partners do, we’re spending 29 percent of our funds on prevention. 
The rest is going to care. 
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Will that be the right mix going forward? It’s impossible to know, because there 
is no way to know what the HIV/AIDS landscape will look like in 3 to 7 years. This 
is why, as we’ve discussed reauthorization with many of you and your staff, we’ve 
supported an approach to reauthorization that doesn’t include specific directives for 
the allocation among those three broad categories. 

Part of the reasoning behind this is that we are one piece — albeit a very large 
piece — of a complex puzzle of partners engaged in combating HIV/AIDS. The other 
pieces include: 'The contributions of the countries themselves, including remarkable 
efforts by people living with HIV — families, communities, and national leaders — and 
which can include substantial financial contributions in countries such as South 
Africa, Botswana, Namibia and others; the Global Fund to Fight AIDS, Tuberculosis 
and Malaria — for which the American people provide 30 percent of its budget and 
which is an important piece of our overall global strategy — and other multilateral 
organizations; other nations’ bilateral programs; private foundations; and many oth- 
ers. We constantly adapt the shape of our bilateral programming piece to fill its 
place in this puzzle, so flexibility is needed. 

PREVENTION IS THE BEDROCK OF PEPFAR 

That being said, prevention is the bedrock of an effective global response to HIV/ 
AIDS. In PEPFAR’s Five-Year Strategy, in each annual report, in nearly every pub- 
lic document or statement, including those before Congress, we have been clear that 
we cannot treat our way out of this pandemic, and that prevention is the most im- 
portant piece for success. 

Prevention is also the greatest challenge in the fight against HIV/AIDS. Globally, 
and certainly in the hardest-hit countries, which are in Africa, the vast majority of 
HIV is transmitted through sexual contact. Changing human behavior is very dif- 
ficult — far more difficult than determining the right prescription of antiretroviral 
drugs, building a health system or creating a better life for orphans and vulnerable 
children. 

Not only is effective behavior change and, therefore, prevention, more difficult 
than care and treatment, measuring success is also far more complicated. While it 
is possible to rapidly and regularly report on numbers of people receiving care and 
treatment, prevention is evaluated every few years, with metrics and mathematical 
methods that are constantly being refined. We must currently rely on estimating 
prevalence — or the percent of HIV positive persons in a population — rather than 
evaluating directly the rate of new infections, which would be a far better indicator 
of success of interventions. In addition, as treatment programs are scaled up, fewer 
people die and prevalence may actually go up despite successful prevention efforts. 
Therefore, we cannot provide updates on success in prevention in the same way we 
do for care and treatment 

But that does not mean that prevention has failed — as some seem to want to say. 
In addition to earlier dramatic declines in HIV prevalence in Uganda, there is grow- 
ing evidence of similar trends in other African nations, including Botswana, Ethi- 
opia, Kenya, Tanzania, Zambia, and Zimbabwe. There is also evidence for stabiliza- 
tion or declines in the Caribbean, including Haiti. 

I do not mean to minimize the seriousness of disturbing increases that we’re see- 
ing in certain places, nor the fact that there is an urgent need for greater progress 
in every country and region. But I highlight these successes because the data make 
something very clear. Our best hope for generalized epidemics — the most common 
type of epidemic in Africa, which is home to more than 60 percent of the global epi- 
demic and where our efforts are highly concentrated — is ABC behavior change: Ab- 
stain, Be faithful, and correct and consistent use of Condoms. Of course, bringing 
about these behaviors, as Uganda did during the 1990s, is a far more complex task 
than the simple letters suggest, because the roots of human behavior are so com- 
plex. 

ABC requires significant cultural changes. We have to reach children at an early 
age if they are to delay sexual debut and limit their number of partners. We must 
partner with children’s parents and caregivers, supporting their efforts to teach chil- 
dren to respect themselves and each other — the only way to truly change unhealthy 
gender dynamics. We are rapidly expanding life skills programs for kids because of 
the generational impact they can have — changing a 10-year-old’s behavior is far 
easier than changing a 25-year-old’s. Behavior changes due to programs for children 
may not immediately be apparent, because you’re working to change their future be- 
havior rather than their immediate behavior. Yet we must be patient and per- 
sistent — we are only 3y2 years into PEPFAR’s generational approach to prevention. 

For older adolescents and adults who are sexually active, AlIC includes reducing 
casual and multiple concurrent partnerships, which can rapidly spread HIV infec- 
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tion through broad networks of people. We must also identify discordant couples, in 
which one partner is HIV-positive and the other is HIV-negative — especially in 
countries like Uganda where they represent a significant contribution to the epi- 
demic — and focus prevention efforts on them. 

We also need to teach correct and consistent condom use for those who are sexu- 
ally active, and ensure a supply of condoms — and we are doing just that. 

ABC also includes changing gender norms. As young people are taught to respect 
themselves and respect others, they learn about gender equality. Through teaching 
delayed sexual debut, secondary abstinence, fidelity to a single partner, partner re- 
duction and correct and consistent condom use to boys and men, ABC contributes 
to changing unhealthy cultural gender norms. 

And, of course, we need to reduce stigma against people with HIV — and also re- 
duce stigma against those who choose healthy lifestyles. On the other hand, we 
must identify and stigmatize transgenerational sex and the phenomenon of older 
men preying on young girls, and we must also prevent sexual violence. Again, life 
skills education — a part of ABC — is key. 

TAKING PREVENTION TO THE NEXT LEVEL 

While PEPFAR is aggressively pursuing prevention as the bedrock of our efforts, 
it is also true that we need to improve what we are doing — in every area of our 
work. We need to take prevention to the next level. I’d like to share with you some 
of our lessons learned in prevention and give a glimpse of some new directions. 

Know your epidemic 

First, you must know your epidemic and tailor your prevention strategy accord- 
ingly. AWiile ABC behavior change must undeniably be at the core of prevention pro- 
grams, we also recognize that one size does not fit all. 

This is why we take different approaches — depending on whether a country has 
a generalized and/or a concentrated epidemic. It’s surprising how little this is under- 
stood. The existing congressional directive that 33 percent of prevention funding be 
spent on abstinence and faithfulness programs is applied across the focus countries 
collectively, not on a country-by-country basis — and certainly not to countries with 
concentrated epidemics. 

Even speaking of the epidemic at a country level can be misleading, in fact, be- 
cause a country can have both a concentrated epidemic and a generalized one. Even 
in generalized epidemics, we must identify vulnerable groups with especially high 
prevalence rates, such as people engaged in prostitution, and tailor prevention ap- 
proaches to reach them. On recent trips. I’ve seen great examples of this sort of pro- 
gram in Haiti, Cote d’Ivoire, and Ghana. 

Moreover, epidemics can shift over time. In Uganda, for example, ABC behavior 
change had such a significant impact that we now see the highest infection risk in 
discordant couples. 

Combination prevention 

While much progress has been made in effective prevention, often we are still 
using prevention techniques developed 20 years ago. It is important for prevention 
activities to enter the 21st century, to use techniques and modalities that have been 
developed to change human behavior, especially those developed in the private sec- 
tor for commercial marketing. 

We also need a focused and concentrated effort that mirrors progress in treat- 
ment. As we need combination therapy for treatment, we need combination preven- 
tion. Combination prevention includes using many different modalities to affect 
behavior change, but it also includes geographic concentration of those different 
modalities and adding existing and new clinical interventions as they become avail- 
able. PEPFAR is supporting many extraordinary prevention programs, but they are 
not always concentrated in the same geographic area. We need to make sure that, 
wherever people are, we are there to meet them at every turn with appropriate 
knowledge and skills. For example, many youth listen to faith leaders, while others 
don’t. Many youth hear prevention messages in church or in school, but then hang 
out with their friends and hear conflicting messages. Many have no access to either 
school or church. We need to make sure that we blanket geographic areas with var- 
ied prevention modalities, so that all the youth hear the messages and can change 
their behavior accordingly. 

We also need to create effective approaches to older populations, including dis- 
cordant couples, and have them in the same geographic concentration as the youth 
programs. Effectively reaching these populations demands work that is outside the 
traditional realm of public health, such as gender, education, and income-generation 
programs, for example. 
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We have made great strides to provide both linkages and direct interventions in 
these areas under the expansive existing authorities of the Leadership Act. But we 
also need to evaluate these combination programs with real science to know how 
best to do them. Some things might be good for general development, but if they 
don’t prevent infections in a significant way, they are the purview of USAID and 
Millennium Challenge Corporation (MCC) development programs, not those of 
PEPFAR. 

As part of the effort to implement innovative prevention programs, while evalu- 
ating their impact, we are developing several exciting and future-leaning public- 
private partnerships for combination prevention. Part of this effort includes 
“modularizing” successful prevention programs so that the components found to be 
most effective and easy to transfer to other geographic areas can be rapidly scaled 
up. 

Integrating scientific advances 

Part of combination prevention is to rapidly incorporate the latest scientific, clin- 
ical advances to expand the effectiveness of behavior change programs. As you 
know, recent studies have shown that medical male circumcision can significantly 
reduce the risk of HIV transmission for men. PEPFAR, working closely with the 
Gates Foundation, has been the most aggressive of any international partner in pur- 
suing implementation. We have to be clear that this is not a silver bullet, but rather 
one part of a broad prevention arsenal that must and will be used. We also need 
to ensure that programs demonstrate cultural sensitivity and incorporate ABC be- 
havior change education. 

We need to manage rollout carefully, beginning in areas of high HIV prevalence 
and with those at greatest risk of becoming infected. For example, male circumcision 
could be very important in discordant couples in which the woman is HIV-positive. 

As for other promising biomedical prevention approaches, we are also hoping for 
more scientific evidence on the effectiveness of preexposure prophylaxis to prevent 
infection, which could be another valuable tool for most-at-risk populations. 
Microbicides and vaccines still appear to be a long way off. Yet thanks to our wide 
network of care and treatment sites, we will be able to implement these methods 
rapidly whenever they become available — demonstrating again the value of inte- 
grated programs. 

Along with these prevention interventions, we are also incorporating the latest 
scientific advances in evaluation. We hope to have markers for incidence — new infec- 
tions — available in the field soon; they have been validated, and we are now await- 
ing calibration. These will make evaluation of prevention programs and our overall 
impact much easier, leading to program improvement and perhaps cushioning 
against pendulum swings. 


CONFRONTING GENDER REALITIES 

Addressing the distinctive needs of women and girls is critical to effective preven- 
tion, as well as to treatment and care. Taken as a whole, the Leadership Act speci- 
fies five high-priority gender strategies: Increasing gender equity in HIV/AIDS 
activities and services; reducing violence and coercion; addressing male norms and 
behaviors; increasing women’s legal protection; and increasing women’s access to in- 
come and productive resources. 

PEPFAR has been a leader in addressing gender issues and has incorporated gen- 
der across its prevention, treatment, and care programs. The Emergency Plan was 
the first international HIV/AIDS program to disaggregate results data by sex. Sex- 
disaggregated data is critical to understanding the extent to which women and men 
are reached by life-saving interventions, and helps implementers to better under- 
stand whether programs are achieving gender equity. For example, an estimated 61 
percent of those receiving antiretroviral treatment through downstream U.S. 
Government support in fiscal year 2006 were women. Girls represent 51 percent of 
OVCs who receive care. Women represent 70 percent of all people who receive 
PEPFAR-supported counseling and testing services. In fiscal year 2006, across four 
key program areas, approximately 45 percent of the total prevention, treatment, and 
care budget was directed toward reaching women and girls. 

The Emergency Plan also annually monitors its progress on the five priority strat- 
egies specified in the Leadership Act. In fiscal year 2006, a total of $442 million 
supported more than 830 interventions that included one or more of these gender 
strategies. 
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BUILDING HEALTH SYSTEMS 

While HIV/AIDS remains a global emergency, which we are responding to as 
such, we are also focused on building capacity for a sustainable response. As Presi- 
dent Bush has said, the people of host nations are the leaders in this fight, and our 
role is to support them. Eighty-five percent of our partners are local organizations. 

An important part of that effort is the construction and strengthening of health 
systems. Like the pendulum swing between prevention and treatment, discussions 
here sometimes reflect misconceptions and unsubstantiated opinions on the effect of 
HIV/AIDS programs on the capacity of health systems. Some wonder whether by 
putting money into HIV/AIDS, we’re having a negative impact on other areas of 
health systems. 

Yet all the data suggest just the opposite. A peer-reviewed paper from Haiti 
showed that HIV resources are building health systems, not siphoning resources 
from them. A study in Rwanda showed that the addition of basic HIV care into pri- 
mary health centers contributed to an increase in utilization of maternal and repro- 
ductive health, prenatal, pediatric and general health care. It found statistically sig- 
nificant increases in delivery of non-HIV services in 17 out of 22 indicators. Effects 
included a 24-percent increase in outpatient consultations, and a rise in syphilis 
screenings of pregnant women from one test in the 6 months prior to the introduc- 
tion of HIV care to 79 tests after HIV services began. Large jumps were also seen 
in utilization of non-HIV-related lab testing, antenatal care, and family planning. 
In Botswana, infant mortality rose and life expectancy dropped by one-third because 
of HIV/AIDS despite significant increases in resources for child and basic health by 
the Government of Botswana. Now, because President Mogae has led an all-out bat- 
tle against HIV/AIDS, infant mortality is declining and life expectancy is increasing. 

The reasons for these improvements make sense. For one thing, PEPFAR works 
within the general health sector. When we improve a laboratory to provide more re- 
liable HIV testing or train a nurse in clinical diagnosis of opportunistic infections 
of AIDS patients, that doesn’t just benefit people with HIV — it benefits everyone 
else who comes in contact with that clinic or nurse, too. 

A recent study of PEPFAR-supported treatment sites in four countries found that 
PEPFAR supported a median of 92 percent of the investments in health infrastruc- 
ture to provide comprehensive HIV treatment and associated care, including build- 
ing construction and renovation, lab and other equipment, and training — and the 
support was higher in the public sector than the nongovernmental sector. In fact, 
many of our NGO partners are working in the public sector. In Namibia, the sala- 
ries of nearly all clinical staff doing treatment work and nearly all of those doing 
counseling and testing in the public sector are supported by PEPFAR. In Ethiopia, 
PEPFAR supports the government’s program to train 30,000 health extension work- 
ers in order to place two of these community health workers in every rural village; 
16,000 have already been trained. So it is clear where those broader improvements 
are coming from. We estimate that nearly $640 million dollars of fiscal year 2007 
funding were directed toward systems-strengthening activities, including preservice 
and in-service training of health workers. 

Another key fact is that in the hardest-hit countries, an estimated 50 percent of 
hospital admissions are due to HIV/AIDS. As effective HIV programs are imple- 
mented, hospital admissions plummet, easing the burden on health care staff 
throughout the system. In the Rwanda study I just mentioned, the average number 
of new hospitalizations at 7 sites that had been offering antiretroviral treatment for 
more than 2 months dropped by 21 percent. 

As the Chair of the Institute of Medicine panel that reviewed PEPFAR’s imple- 
mentation put it, “[Olverall, PEPFAR is contributing to make health systems 
stronger, not weakening them.” 

We know that building health systems and workforce is fundamental to our work, 
and PEPFAR will remain focused on it. We are working to improve our interagency 
coordination on construction, and we recently tripled the amount of resources avail- 
able for preservice training of health workers. We’ve already trained or retrained 
1.7 million health care workers, and we need to continue to expand that number 
in order to keep scaling up our programs. 

“CONNECTING THE DOTS” OF DEVELOPMENT 

At this point, I want to step back and offer a look at a larger picture: The role 
of PEPFAR in “connecting the dots” of development. PEPFAR is an important part 
of the President’s expansive development agenda, with strong bipartisan support 
from Congress. Together, we have doubled support for development, quadrupled re- 
sources for Africa, supported innovative programs like the MCC, President’s Malaria 
Initiative (PMI), Women’s Empowerment and Justice Initiative (WEJI) and African 
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Education Initiative (AEI), as well as more than doubling trade with Africa and pro- 
viding 100 percent debt relief to the poorest countries. 

In Haiti, for example, the Emergency Plan works with partner organizations to 
meet the food and nutrition needs of orphans and vulnerable children (OVCs) using 
a community-based approach. The kids participate in a school nutrition program 
using USAID Title II resources. This program is also committed to developing sus- 
tainable sources of food, and so the staff has aggressively supported community gar- 
dens primarily for OVC consumption, and also to generate revenue through the 
marketing of vegetables. 

In education, we have developed a strong partnership with the President’s African 
Education Initiative, implemented through USAID. In Zambia, PEPFAR and AEI 
fund a scholarship program that helps to keep in school nearly 4,000 orphans in 
grades 10 to 12 who have lost one or both parents to AIDS or who are HIV-positive, 
in addition to pre-school programs and support for orphans in primary school. Simi- 
lar partnerships exist in Uganda, where PEPFAR and AEI are working together to 
strengthen life-skills and prevention curricula in schools. This program, with $2 mil- 
lion in funding in FY 2007, targeted 4 million children and 5,000 teachers. 

We are also working with the President’s Malaria Initiative and the Millennium 
Challenge Corporation to coordinate our activities in countries where there are com- 
mon programs. In Zambia, by using PEPFAR’s distribution infrastructure, known 
as RAPIDS, PMI will deliver more than 500,000 bed nets before this malaria season 
at a 75-percent savings — and the U.S. Government saved half the remaining cost 
of nets through a public-private partnership led by the Global Business Coalition 
on HIV/AIDS, Tuberculosis and Malaria. In Lesotho, PEPFAR is colocating our staff 
with that of MCC to ensure that we are jointly supporting the expansion of health 
and HIV/AIDS services. 

Broadly speaking, PEPFAR is contributing to general development in the fol- 
lowing ways: (1) Leveraging an infrastructure developed for HIV/AIDS for general 
health and development, as demonstrated by the data from Rwanda, the Zambia 
malaria initiative and other examples; (2) supporting aspects of general develop- 
ment activities with a direct and significant impact on HIV/AIDS, as demonstrated 
by OVC education programs, and in aspects of general prevention such as gender 
equality and income generation if scientific evaluations show that they impact sig- 
nificantly on HIV/AIDS; and (3) providing a piece of a larger approach, for example 
by supporting the HIV/AIDS component of Ethiopia’s community health worker 
project. 

When President Bush called for reauthorization of the Leadership Act, he empha- 
sized the need to better connect the dots of development. The Leadership Act pro- 
vides us with expansive authorities for such work, and we are constantly trying to 
improve our efforts. 

But let me candidly make clear our view of the appropriate limits of PEPFAR’s 
role. While we want to connect dots, PEPFAR cannot and should not become 
USAID, MCC, PMI, or any of its sister initiatives or agencies. Nearly every person 
affected by HIV/AIDS could certainly benefit from additional food support, greater 
access to education, economic opportunities and clean water, but so could the 
broader communities in which they live. We must integrate with other development 
programs, but we cannot, and should not, become them. PEPFAR is part of a larger 
whole. Congress got this right in the original legislation, and that is the right posi- 
tion going forward. 


IMPROVING INDICATORS AND REPORTING 

As we improve the linkages between our programs and other related areas of de- 
velopment, we also need to do a better job of measuring the impact and outcomes 
of our programs. We need to know not just the number of people that we support 
on treatment, but also what impact that is having on morbidity and mortality. We 
need to know not only how many infections we’re averting, but also how we’re doing 
at changing societal norms such as the age at sexual debut, the number of multiple 
concurrent partnerships, or the status of women. To do this, we have instructed our 
technical working groups to develop a new series of impact indicators, in consulta- 
tion with implementers and other interested groups. These new indicators should 
be completed by early next year, and we will then incorporate them into our plan- 
ning and reporting systems. 

Of course, not all of the new indicators will be reported up to headquarters — we 
don’t need all that information, and we don’t want to burden our staff in the field 
with more reporting requirements. But we believe they will be useful to the country 
teams as they plan and evaluate their own programs, giving them a better idea of 
the impact they’re having and where improvements can be made. 



16 


We believe that kind of information can improve the overall quality of programs 
and potentially reduce the demands on one of our most valuable assets — our U.S. 
Government staff in the field, both American citizens and Locally Employed Staff. 
Our Staffing for Results initiative also seeks to ensure that we have the right people 
in the right place in each country so that we can avoid unnecessary duplication of 
work and make the best use of our extraordinary human resources. 

REAUTHORIZATION OF PEPFAR 

I think the understanding that PEPFAR is essentially in the position it needs to 
be in going forward is critical in the conversation about reauthorization. We could 
spend a lot of time debating new authorities and new earmarks on everything from 
the amount of money we spend on operations research to the number of community 
health workers we train. Yet the bottom line is that the Leadership Act already has 
the authorities we need, and provides the right amount of flexibility to put them 
into use. None of the issues being discussed truly require significant changes in the 
law. The Institute of Medicine called PEPFAR a learning organization. We have 
used the flexibilities of the original legislation to learn, and to constantly change 
our approach based on the lessons learned. 

Congress enacted a good law the first time. It’s not perfect, but it’s very good — 
that is clear from its results. While there are some modifications that are needed, 
rather than letting the perfect be the enemy of the good, it should be possible to 
take the time that is needed to develop a thoughtful, solid, bipartisan bill. And the 
President has made clear the administration’s desire to do just that. It is in no one’s 
interest to be hasty — global HIV/AIDS is too important. But with a solid foundation 
in the first good law, it is possible to move expeditiously. 

And thoughtful but rapid action is important. In Haiti, a few weeks ago the Min- 
ister of Health expressed the same concern as every other country I have been to — 
“Will this continue? Can we scale up now or should we wait to see what happens?” 
A recent letter from the Health Ministers of our focus countries conveyed this same 
urgency. While U.S. -based or local organizations experienced in the workings of the 
U.S. Government might have less concern, the policymakers who set standards and 
must decide the level of scale-up to allow in their countries are asking for rapid ac- 
tion. They need to be convinced that it is prudent to attempt the significant expan- 
sion in prevention, and especially care and treatment services, that is needed in 
2008, to achieve our original goals and to save the meiximum number of lives. 

Because of this reality. President Bush has called for early, bipartisan, bicameral 
action. He has announced the administration’s commitment to double the initial 
commitment to $30 billion, along with setting new goals — increasing prevention 
from 7 to 12 million, treatment from 2 to 2.5 million and care from 10 to 12 million, 
including — for the first time — an OVC goal of 5 million. These goals reflect the need 
for increased focus on prevention within our comprehensive program — that’s why 
our prevention goal would nearly double while care and treatment would see 
smaller increases. President Bush challenged the G-8 leaders to respond to the U.S. 
commitment, and in June the G-8 committed $60 billion to support HIV/AIDS, tu- 
berculosis, and malaria programs over the next few years. For the first time, the 
other leaders also agreed to join us in supporting country-owned, national programs 
to meet specific, numerical goals. President Bush has also called for enhanced effort 
on connecting the dots of development and strengthening partnerships for greater 
efficacy and increased sustainability. 

A NOBLE AND ENNOBLING WORK 

Mr. Chairman, Senator Lugar, and members of the committee, through PEPFAR 
and our broader development agenda, the American people have engaged in one of 
the great humanitarian efforts in history. The foundation of that success has been 
true partnership, and the rejection of the donor/recipient mentality. 

Our partnerships are founded in the profound sense of dignity and worth of every 
human life, and in trust and mutual respect between peoples. These partnerships 
are giving individuals, communities, and nations great hope, and are transforming 
individuals, communities, nations, and — in the case of Africa — much of a subconti- 
nent. 

The people of those countries have a new window into the hearts of Americans; 
they know what we stand for and that we stand with them. This was made clear 
by Presidents Mogae of Botswana and President Kikwete of Tanzania in their pow- 
erful statements last month. 

Beyond that, as President Bush has said, this effort is also good for our national 
character and who we are as a people. This noble and ennobling work has only 



17 


begun. Working together to unlock the power of partnerships, we can and will 
achieve much more for others, and for ourselves. 

The Chairman. Thank you, Mr. Ambassador. You can assure, I 
believe, with certainty any health official in any nation that is ben- 
efiting from this program that it will be continued. 

Let me ask. The President’s goal — target — for the next 5 years 
would add 500,000 people to the original target of putting 2 million 
people on treatment by 2008. Would additional funding help us 
achieve more? 

Ambassador Dybul. I think for prevention, treatment, and care, 
resources are an important piece of the puzzle, as is building 
health capacity. I think we’re all aware that as the President called 
for $30 billion for PEPFAR, the G-8 has committed $60 billion, but 
they included TB and malaria. So for the next 5 years, with that 
$30 billion we would actually be more than the rest of the devel- 
oped world combined. 

So we think for going forward, for issues of sustainability, an ex- 
pansion of care and treatment is necessary. But the goals actually 
for the second 5 years, as President has called for, are actually a 
little bit heavier on prevention. It actually calls for about a dou- 
bling of the prevention goal, as you pointed out, prevention being 
the most important piece, while we increase care and treatment 20 
to 25 percent. 

So I believe the answer to your question is the additional re- 
sources could increase, but they don’t necessarily have to come 
from the American people, which is why we’re turning to the world 
community as well, and we believe that about — if we’re going to be 
more than half of the rest of the world, that puts us in about the 
right situation going forward. 

The Chairman. Obviously one of the controversial pieces of the 
original legislation was the abstinence piece, and it’s still debated 
somewhat heavily. You pointed out that you have observed and 
tried to accommodate the cultural differences from country to coun- 
try in how best to attack this pandemic, this epidemic, in their 
countries. In some parts of the world, there are some devastating 
statistics relative to consensual sex versus nonconsensual sex. Be- 
tween 20 and 50 percent of women in the countries under consider- 
ation or that are involved indicate that their first sexual experience 
was forced. Nearly 50 percent of all sexual assaults in these coun- 
tries are committed against girls 15 years or younger. 

Obviously, violence puts women and girls at a higher risk of HIV. 
One study that you describe in your 2006 report to Congress found 
that in Tanzania young HIV positive women were 10 times more 
likely to report violence than HIV negative women. 

Now, obviously we’re not going to reach our goals around preven- 
tion, care, and treatment if — I shouldn’t say “obviously.” It’s my 
view that we will not meet them if we don’t address this: How gen- 
der-based violence is impacting on it. 

The President’s Emergency Plan is making real strides forward, 
but you’ve stated obviously we have to do more. How much money 
do our programs now spend to prevent or help people recover from 
gender-based violence? Is it a focus at all? 

Ambassador Dybul. As a matter of fact — Senator — Mr. Chair- 
man, it is a focus. We actually are focused on gender inequality in 
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general, not just gender-based violence, because the gender-based 
violence really is a part of a culture of gender inequality that pro- 
motes gender violence. It also promotes transgenerational sex, 
where older men have sex with younger women, where younger 
boys prey on younger girls. So it’s a whole deep cultural issue. 

So we’re trying to address the broader issue and gender-based vi- 
olence is a piece of a multipronged approach to address these 
issues. I agree we can do more and I must admit it’s going to be 
very difficult for an AIDS initiative to radically change all the cul- 
tural aspects, but we’re trying to do our piece here. We dedicated 
around $442 million last year for programs that had a gender com- 
ponent to them. 

I think the fundamental thing, though, is changing gender 
norms. So that’s why we begin with these life skills programs at 
an early age to try to change the whole dynamic, to teach children 
to respect themselves, to respect others, which includes respecting 
girls. It’s a generational approach that’s going to take time. 

At the same time we’re engaged in gender-based violence, we 
work with the Women’s Justice and Empowerment Initiative to 
deal with some of these issues, provide post-exposure prophylaxis, 
provide counseling and testing around gender-based violence. It’s a 
very complicated approach. 

I think you’re correct, in such a situation, whether it’s violence 
or other gender inequality, negotiating abstinence is very difficult, 
but it’s as difficult to negotiate a condom. So it’s actually important 
that we address the gender norm overall. And it’s going to take 
time, but we’re seeing great success. 

I’ll give you an anecdote which I think reflects it. I went to a 
high school in Botswana where we had begun these life skills pro- 
grams to change the dynamic, to teach people to respect each other. 
This program had been going on for a little over a year. Now we’re 
expanding it throughout the country, as we’re doing in many other 
countries. We asked — we got a small group of them after and began 
asking some questions. The girls answered all of the questions and 
the girls talked about how they wanted to become doctors and engi- 
neers. That’s not normal in an African situation. Normally the boys 
would dominate, the girls would be quiet. That’s the type of thing 
we’re trying to foster and change, which we then think will influ- 
ence gender-based violence. 

But also we need direct programs on gender-based violence. 
Again, I think we can improve everything we’re doing. It’s defi- 
nitely a focus for us and we’re doing some innovative programs and 
evaluating them to see what the greatest outcome is, including job 
creation and some other things to see if we can change this whole 
dynamic. 

But we’ve got to work with USAID, we’ve got to work with the 
Millennium Challenge Corporation, we’ve got to work with the 
countries themselves. That’s one of the reasons going forward we 
talked about these partnership compacts, where we would actually 
work with countries to help them deal with gender inequality, be- 
cause we agree with you, we can’t tackle this problem if we don’t 
deal better — 

The Chairman. The reason — I’m impressed by your answer. This 
first round is 7 minutes and my time is almost up. But let me just 
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ask this question. Obviously, what I’m about to ask is not some- 
thing that would be funded through PEPFAR. But if you know — 
if you don’t know for sure, you can take an educated guess — what 
percentage of the countries that are recipients of this assistance 
have universal elementary school education that includes women? 

Ambassador Dybul. I’d actually have to doublecheck. Most of 
them do actually have universally available primary education. The 
problem is when they do that they have school fees or uniform fees, 
which limits the ability of kids to go. And then there’s not much 
secondary schooling, so they end at primary school. 

We’re actually developing through our orphans program with the 
African Education Initiative scholarship programs to get kids 
through secondary school. I have to get you a specific answer, but 
many of them do, but on paper might be different than the actual 
implementation. 

The Chairman. Generically, do you think that if, assuming we 
had unlimited, which we don’t, unlimited money to deal with for- 
eign aid, if we were to direct more of our economic aid to the coun- 
tries in question toward building and sustaining and funding their 
elementary and secondary education systems that required the 
same treatment for young boys as young girls in that system, is 
that likely to have any positive impact on what we’re talking about 
here? 

Ambassador Dybul. It’s something we intend to look at. I don’t 
know. You could say that it would and it very well might, but we’re 
not 100 percent certain. So we want to evaluate that — implement 
programs and then evaluate it. 

I should point out that there are other players in this field. The 
United Kingdom has — 

The Chairman. Oh, I realize that. I just wondered what our 
thinking was. 

Ambassador Dybul. Right. So we want to work with all of these 
different players to basically put the pieces of the puzzle together 
and see how we can have the greatest impact. 

The Chairman. What I’m about to say — and I’m 30 seconds over 
my time already. I don’t want you to respond now. What I’m about 
to suggest is not something that I would attempt to attach to this 
legislation. But I have a bill that’s an International Violence 
Against Women Act, money promoting, like we did here domesti- 
cally in the Violence Against Women Act, money made available to 
countries who would engage in certain activities that would, in 
fact, promote efforts to diminish violence against women in various 
societies. 

I’d like to, because you seem to be — and it’s not in your wheel- 
house, it’s not in your secretariat. But I would like to maybe ask 
you just as a favor to give me your sense of how you think that — 
and I will send it to you — that legislation might, if at all, and it 
may not, have a positive impact on these larger problems, because 
there is a whole lot of things that flow from the treatment of 
women essentially as second class citizens, property, and the like. 

I have many more questions, but I thank you and I yield to the 
Senator from Indiana, Mr. Chairman. 

Senator Lugar. Thank you very much, Mr. Chairman. 
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I have three questions I wanted to ask so we have as complete 
a record as possible. The first question, as I mentioned in my open- 
ing statement, in late August the committee received a letter 
signed by the Ministers of Health from the 12 African PEPFAR 
countries asking us not to wait until next year to reauthorize the 
legislation. The letter states: “Without an early and clear signal of 
the continuity of PEPFAR’s support, we are concerned that part- 
ners might not move as quickly as possible to fill the resource gap 
that might be created. Therefore, services will not reach all those 
who need them. The momentum will be much greater in 2008 if we 
know what to expect after 2008.” 

Based on this statement, it seems to me that to delay the reau- 
thorization will result in fewer people being placed on ARV treat- 
ment. My question to you. Ambassador: Is that correct? Does that 
mean that early reauthorization will help save more lives? And fur- 
ther, how would early reauthorization help leverage more funding 
from other donors and thus save additional lives? 

Ambassador Dybul. Well, Senator, I think the best way to an- 
swer is that just to relay the discussions I’ve had with Ministers 
of Health. And I think there is a big difference between ministers 
and people in-country and some of our partners who are very used 
to Washington and our U.S.-based partners, who understand how 
our system works and really don’t see a problem in terms of the 
longer process. 

But in-country, the ministers and the people who are imple- 
menting on the ground — and 83 percent of our partners now are 
local organizations — do have some concerns here. And, Mr. Chair- 
man, I must assure you that we do tell them all the time: Don’t 
worry, this is coming, bipartisan support, it doesn’t matter who the 
next President is. Congress has been there all the way. 

But it’s not something that they live and breathe in terms of the 
process. So there is a real issue for them of comfort level, because 
in 2008, as much as we’ve done, we have a massive scale-up to 
achieve those goals. And as they’re looking at them and saying, 
once I put that person in treatment, once I put that orphan in care, 
they’ve got to stay there, there is a concern, there is a discomfort 
with that type of scale-up in the absence of a sure commitment, as 
much as we can tell them, don’t worry, it’s coming. 

So as I speak with ministers — and every time I’m in the country 
a minister says this — I think there is this concern there. 

Senator Lugar. The second question is, you’ve mentioned in your 
testimony that the need to know your epidemic is crucial as each 
country addresses its own unique HIV/AIDS situation. The fact 
that no country’s epidemic is the same as their neighbor’s is one 
reason that I believe we need to keep the reauthorization as flexi- 
ble as possible and limit the mandatory spending directives. We’ve 
tried to reflect this in S. 1966. Can you give us examples of how 
some of the PEPFAR countries’ epidemics differ from one another 
and how greater flexibility would allow them to address their needs 
more effectively? 

Ambassador Dybul. Yes. And I think actually. Senator, the lan- 
guage you’ve proposed makes a lot of sense, because it directs pro- 
grams targeting behavior change at sexual transmission, not the 
overall picture, to allow that flexibility to expand programs such as 
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mother and child, nonhehavior change programs, so that that’s 
taken out of the calculation. 

And different countries do have very different epidemics, which 
is why we’ve never applied the directive to each individual country, 
but to countries overall, so that we have a very different approach 
in Botswana than in Vietnam, as the chairman pointed out. So we 
believe the language that you put forward provides us the flexi- 
bility both to ensure that we have programs that will lead to long- 
term changes in prevention, but also to allow us the flexibility to 
have programs that are different in each country, with greater 
flexibility, and, importantly, to not apply behavior change direc- 
tives to clinical and other aspects of prevention. 

Senator Lugar. The third question, on the issue of resources. 
Fiscal year 2008 money will hopefully be available to these coun- 
tries soon. Are any of the recipients expressing reluctance to use 
the increased funding to ramp up their programs in light of the un- 
certainty of future funding pending a reauthorization? 

Ambassador Dybul. As I mentioned in the first answer, I do 
hear that from Ministers of Health when I travel around, that 
they’re a little concerned about the massive increase in resources 
thanks to the current budgets that Congress has before them and 
the President’s request and because of that significant increase in 
new people in treatment and care that’s needed in 2008. I do hear 
the concern about putting that many more people on without know- 
ing for sure what to expect after, even understanding that there 
will be a reauthorization. 

So I think what you said about consumer confidence gets it about 
right. It really is about perception. It’s not a matter of fact. It’s not 
a matter of reality. It’s more a matter of perception that makes 
them uneasy, and as that uneasiness can cause problems in the fi- 
nancial markets, that uneasiness can lead to people not moving as 
quickly as they otherwise might to increase people, particularly in 
care and treatment, because that’s something that they need to 
continue, which, therefore, might limit our ability to save the larg- 
est number of lives. 

Senator Lugar. The President has requested that our funding for 
HIV/AIDS be increased from $15 billion to $30 billion over the next 
5 years. Some want a little less. Many want much more funding. 
What percentage of funding do you currently provide to focus coun- 
tries versus nonfocus countries, and with additional funding do you 
anticipate increasing the number of focus countries or increasing 
assistance to nonfocus countries? Which nonfocus countries are in 
the most dire situations in relation to HIV/AIDS? 

Ambassador Dybul. It’s interesting. Senator. When I went back 
to read the legislation it surprised me that there actually are no 
focus countries in the legislation. That’s something that we devel- 
oped. So going forward actually, when the President called for re- 
authorization he didn’t talk about focus countries. He actually 
talked about using the new money where it can be the most effec- 
tive, basically saying if we can save two lives with a tax dollar or 
one life with a tax dollar you’re better off saving two. 

So going forward, we are going to look at the best opportunities 
to save the largest number of lives in countries that want to tackle 
their epidemic with their own resources where possible — many 
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countries don’t have many — ^but also with policies around gender 
equality and orphan protection and things that we know will en- 
hance prevention of mother-to-child transmission, for example. 

So going forward we would look at countries — I don’t know where 
for sure yet. It depends on the countries that want to tackle their 
epidemics. But we know, for example, Lesotho, Swaziland, Malawi, 
Cambodia, Ukraine — I want to be careful here because there are a 
lot of countries I could name, so I’m just giving you a for-example. 
There are many, many more, and I don’t want to indicate in any 
way where we think we would want to move. 

But it’s just an increased flexibility and thought process to using 
money where it can be most effectively utilized and not select coun- 
tries up front this time. 

Senator Lugar. I appreciate your testimony. Thank you. 

The Chairman. Could I ask a point of clarification on that if I 
may? Senator Lugar makes a very good point about certainty of 
funding, but in this new round we are going to consider any in- 
creased funding not only being used in the countries that are focus 
countries, but maybe other countries. Does that create any uncer- 
tainty in those very countries? 

Ambassador Dybul. It’s a very good question. However, we have 
said, and I think you would agree, that we would not reduce fund- 
ing in any of those countries going forward, because that would be 
a very difficult position for us and for them. 

The Chairman. I agree. I think you should. I just wanted to 
make sure. 

Ambassador Dybul. But it does also create a sense of healthy 
competition, in a sense. 

The Chairman. No; I’m not suggesting it’s bad. I just wanted to 
make sure. 

Ambassador Dybul. Yes. Because we continue, that’s not an 
issue. 

The Chairman. That’s good. 

Senator Feingold. 

STATEMENT OF HON. RUSSELL D. FEINGOLD, U.S. SENATOR 
FROM MINNESOTA 

Senator Feingold. I sincerely thank you for holding this hear- 
ing. It’s very important and I appreciate it. 

Ambassador, it’s good to see you again. As you stated, there has 
been considerable acknowledgment of the challenge of imple- 
menting HIV/AIDS programs in African countries that have inad- 
equate or inefficient health infrastructure. The World Health Orga- 
nization estimates that Africa has 24 percent of the global disease 
burden, but only 3 percent of the world’s health workers, a deficit 
of more than 1 million doctors and nurses. 

On a recent trip to Uganda in August, I met with key represent- 
atives from the HIV/AIDS community and we discussed the impor- 
tance of building national capacity so these countries will be in- 
creasingly able to meet the health needs of their citizens. Only by 
strengthening indigenous infrastructure will our global health 
efforts be sustainable in the long run. 

Ambassador, 2 years ago you personally testified that weak 
health infrastructure was delaying the progress of PEPFAR pro- 
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grams. What specific policies and programs have you introduced 
and what impact have they had to help address this problem? 
What other initiatives have helped strengthen national health in- 
frastructure? 

Ambassador Dybul. Well, Senator, I think it’s one of the key 
issues going forward. There has been a lot of debate around health 
systems versus vertical programs and that kind of thing. Our ap- 
proach actually has been — and this was the importance of the focus 
countries — to do national expansion, which requires building na- 
tional systems. 

So the majority of the cost actually right now, for example, for 
antiretroviral therapy goes to building systems, to paying salaries 
for doctors and nurses, to expanding or renovating or creating new 
clinics, to building a logistics system that will support the delivery 
of drugs. The same in our care programs and in our prevention pro- 
grams. 

So right now we are dedicating, last year I believe it was, $640 
million to what you would consider health system expansion, every- 
thing along that way. As I mentioned, we just did an evaluation 
on this because we thought it was important, to look in four coun- 
tries at our care and treatment sites to see what we were doing for 
infrastructure and what the contributions were. On average, 92 
percent of the infrastructure development in those sites was sup- 
ported through PEPFAR. It was actually higher in the public sector 
than in the private sector, which is another important thing. 
Eighty-three percent of our partners are local organizations and 
we’re building that capacity in-country. 

Uganda is a great example. Our biggest partners there are local 
partners, TASO and Joint Clinical Research Center and AIM and 
many others, in the communities fighting their epidemic. 

One of the interesting things, too, I think, is that many of our 
private partners are actually working in the public health sector 
building the public health infrastructure as well as the nonpublic 
health infrastructure. Very variable by country. I can give you an 
example from Namibia. In Namibia about 90 percent of the health 
care is in the public sector, not in the private sector, versus in 
Uganda or Kenya where it’s closer to 50-50. We’re supporting vir- 
tually every person doing care and treatment and counseling and 
testing in the public sector, but we’re doing it through a contract 
mechanism, and we have a long-term plan with the Namibian Gov- 
ernment to turn those people into ministerial employees over the 
long period because they just couldn’t take all — it would be impos- 
sible for their system to take them all in immediately. 

So this is the type of thing we’re working on in innovative and 
creative ways. What we fundamentally believe is we’re a piece of 
the puzzle in the countries, including the Global Fund, World 
Bank, many foundations, the governments themselves, and we’re 
trying to support the piece of the national program that we’re best 
at, including a lot of infrastructure work. 

So we’ve got a lot of innovative stuff going on. Like every place 
else, we can improve this just like we can improve everything we’re 
doing. We look for people’s suggestions and opportunities, but a 
lot’s been done and we’ll continue to work on it. 
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Senator Feingold. What do you think are the best ways to re- 
tain health workers in their country of origin? 

Ambassador Dybul. I think the best way to retain them is to 
provide them hope. Actually, when I was a young doctor in San 
Francisco it was the same. People were leaving every 6 months to 
a year. They just couldn’t be around that much death all the time. 

When you talk to doctors and nurses now and you ask them the 
most important thing that’s keeping them there, it’s hope. It’s the 
sense that they can actually do something for their own people. 

I would say the second most important thing is to use what’s 
called task shifting to allow not only doctors and nurses, but med- 
ical officers and community health workers to do a lot of the work. 
The reason I mention that in response to your question is there is 
no commensurate certification in the United States or anywhere 
else to employ such people, so they pretty much have to stay where 
they are. 

They also tend to be trained in their local community rather than 
traveling for training, so they’re tied in in part of their community. 
So I think those two things are very important. 

The third thing, and we’re doing this in Namibia and Mozam- 
bique and Zambia, is supporting — and now in Cote d’Ivoire now 
that the north has opened up — we’re supporting ministerial and 
public sector retention packages to keep professionals in rural 
areas, just as in the United States we have to do some of this. So 
it can involve housing, it can involve school fees, it can involve 
other incentive packages to keep people in rural areas. It’s not just 
doctors and nurses. It’s technicians and other types of people as 
well. 

Senator Feingold. In sub-Saharan Africa, health workers are 
also infected with HIV, as I understand it, at the same rate as the 
general population. In countries such as Lesotho and Malawi, 
death from HIV/AIDS is the No. 1 cause of health worker attrition. 
According to the Institute of Medicine’s report, PEPFAR’s work- 
force strategy does not prioritize protecting health workers from 
HIV exposure and identifying and treating those who are infected. 

What can PEPFAR do to keep medical staff healthy? 

Ambassador Dybul. Well, I think it’s a critical point, and in fact 
a review was just done in Kenya. They thought most of the Kenyan 
nurses were leaving the country. In fact the reason they were los- 
ing the nurses is they were all dying. 

We are trying to engage countries in this. I have to say that 
what we’re trying to do is support the national strategy, so we 
leave it to the local environment to determine prioritization. In 
many countries they do prioritize health care workers, they do 
prioritize pregnant women. For example, Uganda has policies 
around this. So we support the national strategy there. We are 
encouraging people more and more to support the health care 
workers. 

I have to say, and as a physician I know this is true, we can stig- 
matize a lot in the medical community. Some doctors and nurses 
are scared to death to say they’re even positive, so we even have 
our own staff who are dying from the disease because they’re afraid 
to tell. So we need to do more work on reducing stigma and dis- 
crimination in the medical profession as well. 
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Senator Feingold. On the gender issue and its relationship to 
AIDS, what role have women’s and civil society organizations 
played, both in the United States and in-country, in developing 
new strategies on gender-based violence, changing norms and atti- 
tudes among men and a focus on adolescent girls? And will these 
groups be involved in the implementation and evaluation of the en- 
suing program? 

Ambassador Dybul. Yes, absolutely; and they’re involved very 
much now. I think — and I know. Senator, you have spent much 
time in Africa, and you’ve seen in many places it’s the women who 
are doing the work in the care and treatment sites and everywhere 
else. And if they’re not engaged we’re not going to be able to tackle 
this epidemic sufficiently. 

Senator Biden asked a great deal about this. Working on gender 
issues we believe is one of the fundamental aspects, because we 
can’t have effective prevention if you’re not teaching young boys not 
to prey on young girls. If you’re not teaching older men not to prey 
on young girls, we can’t overcome this epidemic. So gender equality 
is going to affect our ability to have effective prevention programs, 
and engaging women’s groups is critical. Men’s groups, too. 

One of the problems is we don’t have a lot of men who are en- 
gaged in the activities, and we’re learning how to do this better. 
I’d be happy to describe — time’s running short, so I don’t want to 
go into too many programs. But we are now targeting men and 
girls separately and then bringing them together and finding that’s 
far more effective, or doing couples counseling and testing, for ex- 
ample, and doing testing in the afternoon or on Saturdays, which 
will draw couples in to bring the men in as well. 

I want to point out one thing here, which is unless you have 
treatment you’ll never get a man to get engaged at all. One of the 
reasons we’re getting men to come for testing now, particularly in 
discordant couples, is because they know treatment’s available. So 
it’s radically changing the dynamic between men and women, and 
women can now convince their partners to come get tested because 
there’s an opportunity for treatment. 

So it all fits together. It’s a complicated picture, a highly com- 
plicated picture. We’ve got a lot more to do, a lot more to learn. 
But we’ve found a lot of progress in these areas. 

Senator Feingold. Thank you very much. Ambassador. 

The Chairman. Thank you. 

Senator Menendez. 

STATEMENT OF HON. ROBERT MENENDEZ, U.S. SENATOR 
FROM NEW JERSEY 

Senator Menendez. Thank you, Mr. Chairman. 

Ambassador, there are currently 15 PEPFAR focus countries, 12 
in Africa, 2 in the Caribbean, and 1 in Asia. While the urgency and 
support concerning the AIDS epidemic in Africa has increased sig- 
nificantly in the past year, the awareness of Latin America’s grow- 
ing AIDS crisis remains lower. As of 2005, this hidden crisis affects 
more than 1.8 million people in the region. So if PEPFAR is truly 
to be a global initiative to address this issue, why aren’t we paying 
more attention to Latin America, a region in which we have the 
movement of people within this own continent? 
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Ambassador Dybul. I think it’s a very good question and one 
that goes back to some things which were discussed earlier about 
focus countries and going forward. It is the reason that we have 
Haiti and Guyana as focus countries, because it needs to be a 
global response. At the time they were selected, Haiti and Guyana 
had the highest prevalence of the countries in the region. 

Great success in Haiti; I just got back from there. In the midst 
of some of the most difficult time periods, they’ve expanded care 
and treatment programs. Across the island on Hispaniola, we actu- 
ally have been expanding our program in the Dominican Republic 
as well and are doing more cross-border. 

We’re also looking at the region as a whole. As you point out, 
particularly in the Caribbean, people move a great deal from coun- 
try to country. We have some Caribbeanwide training. We actually 
have increased resources, not only in those two countries, but more 
broadly for the Caribbean region, and also some in Latin America, 
in particular in Central America. 

So we do see them as opportunities. I think we also need to be 
very congratulatory of what the work the people themselves have 
done in that region and the commitments of the governments 
themselves. The Caribbean as a region has seen stabilization or de- 
cline in their epidemic and as a whole Latin America and the Car- 
ibbean are actually meeting the international standards for access 
to treatment in one of the most aggressive ways. But we do see op- 
portunities there. We do see opportunities for these partnership ar- 
rangements. But it is the reason that Haiti and Guyana were focus 
countries. 

Senator Menendez. I appreciate that. My concern is the rest of 
the hemisphere and its increasing numbers. 

Let me ask you this. You have mentioned in recent times the 
possibility of graduating certain countries, like South Africa or Bot- 
swana. If those graduations take place, is there going to be a re- 
attribution of those resources? 

Ambassador Dybul. Yes. 

Senator Menendez. And if so, how will that be distributed? 

Ambassador Dybul. I think graduation as we understand devel- 
opment might be too strong a term. It’s quite likely we’ll need to 
be engaged in those countries going forward. It’s just the level of 
resource commitment could decline over time as those countries do 
more and more. South Africa this year is committing $800 million 
of their own dollars. Botswana is around $150 million. 

So we see and have spoken with the countries about gradually 
working with them to have them — and their national plans already 
do this — take up more of the resources. That would he part of our 
approach toward the next phase, which is these partnership com- 
pacts utilizing the entire pool of money, working in countries that 
want to tackle their epidemics, which would include the oppor- 
tunity for other countries to be engaged. And Latin America and 
the Caribbean region in particular is one area that we would look 
at. 

I think the criteria are still being worked out. We have a lot of 
work to do on this. We look forward to working with Members of 
Congress and the staff on thinking through some of this. But cer- 
tainly a couple criteria would be prevalence rate and whether or 
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not we already have a strong bilateral program. Going into a coun- 
try and reestablishing a new bilateral program might not be the 
right role for us. Maybe the Global Fund or another should do this. 

So we need to think together about them, but Latin America, in 
particular the Caribbean region, offers some opportunities. 

Senator Menendez. Let me ask you two final questions. As the 
leading killer of people living with HIV/AIDS, tuberculosis is inex- 
tricably linked to the epidemic. Given the high rates of TB/HIV co- 
infection in the 12 PEPFAR focus countries in Africa, TB programs 
present an opportunity to identify additional HIV positive individ- 
uals who are eligible for treatment. 

Given these opportunities, should addressing TB/HIV by increas- 
ing integration and coordination among programs, should it be a 
greater focus in PEPFAR’s reauthorization? 

Ambassador Dybul. Absolutely, Senator. But I don’t think we 
need to wait for reauthorization. In fact, for most of these issues 
we need to do this now, which is why we’ve increased our resources 
for HIV/TB activities from — we increased it by $50 million last year 
and we’re going to do it again this year. We are heavily targeting 
this issue. We’re working with the World Health Organization. 
Great successes. We actually worked with the World Health Orga- 
nization to pick a couple of countries and see how we’d most effec- 
tively do this, including Rwanda and Kenya. 

We are now up to 86 percent testing for TB in HIV-positive pa- 
tients across the way and 75 percent or so in coinfection treatment. 
We’re working the same in Kenya. So we know how to do it. Since 
that time we have brought together more countries to learn from 
those lessons, to see how we can expand those care and treatment 
programs, integrating HIV and TB, because you’re absolutely right, 
TB is the No. 1 killer for these patients. Also, with the advent of 
extremely drug-resistant tuberculosis, we need to be paying more 
and more attention, in particular in deep sub-Saharan Africa, and 
we’ve increased our resources for laboratory and other means 
around tuberculosis so we can get a better understanding of that 
extremely concerning disease. 

So I don’t think we need to wait for reauthorization. We’re doing 
it now. 

Senator Menendez. One final question. Regular testing of the 
CD4 counts of those diagnosed with HIV is the standard of care in 
the developed world. It’s critical to appropriately stage care from 
a clinical perspective. It’s also important from a program perspec- 
tive as it is a means to effectively use the resources available to 
buy antiretrovirals. Has the program sufficiently integrated CD4 
testing into the program and into the national health systems in 
our target countries? 

Ambassador Dybul. We are working hard on that and it’s part 
of our guidance to do just that. Now, we haven’t held up treatment 
for the CD4 cell count because you don’t always need it. If some- 
one’s coming in with an opportunistic infection or a clinical way to 
diagnose AIDS, you don’t need to wait for a CD4 cell capability to 
begin treatment. But that’s actually what we’re doing, and we’re 
trying to scale up national CD4 cell counts. We’re integrating 
transport systems because it’s difficult to get them everywhere. For 
example, in northern Kenya — I was there about a year ago and we 
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actually developed a system so that all of the satellite facilities in 
an area could send their CD4 cell counts in and send the results 
back out so we could use them in the system. 

So we are moving rapidly toward use of CD4 cell counts. To be 
honest, I think we’re overusing them in some places, too. Getting 
one every 6 months isn’t going to change what you do clinically. It’s 
nice for the clinician to have it, but it’s not going to change. So 
we’re working with countries to come up with, and the World 
Health Organization, to come up with the best approach. But you 
certainly need it for diagnosis. 

One of the most exciting things is — what we’re starting to see is 
people coming in at time of diagnosis have a higher CD4 cell count, 
which means they’re healthier, which is exactly what you want. 
That’s why care is so important, so that you have people in a care 
system and you can monitor them so you know when to most effec- 
tively begin treatment. So this is where we’re evolving tools as rap- 
idly as we can, because that’s going to be the most effective use of 
resources. It takes time. We’ve only been at this for 3 years and 
have scaled up dramatically. But these are the things we are trying 
to put into all of our programs. 

Senator Menendez. Mr. Chairman, I have a series of other ques- 
tions I’ll submit for the record. And I appreciate your answers, sir. 

The Chairman. Thank you. Senator. 

Dr. Dybul, I’m impressed with your — not only your knowledge, 
but your commitment to making this program work. Let me ask 
you — I have a number of questions as well, probably a half a dozen 
I’m going to submit in writing. But I’d like to conclude by asking 
you to talk to me about how you envision the coordination between 
the rest of the world getting into this fight and this program? 

I mean, in other words, how much interfacing is there between 
you and your colleagues in Europe? The decision is made to put X 
number of dollars in Country Y. Is that coordinated in any way 
with the Europeans? Talk to me about that for just a few moments 
on the record. 

Ambassador Dybul. Yes; I think that’s a great question. I can 
begin by saying this morning I met with the junior Minister from 
DIED to talk about some of these issues. Two weeks ago I was in 
Haiti with the head of the Global Fund. We’ve taken two joint mis- 
sions together, Cote d’Ivoire and Haiti. He speaks French, I don’t, 
so I was at a significant disadvantage in two French-speaking 
countries. 

But we are trying to do exactly that, and I think we’ve seen great 
successes. Now, there are two pieces of that. One is the global 
interaction together, and we actually have called a meeting be- 
tween the head of the Global Fund, myself, the people in the 
United Kingdom, the head of the World Bank for these programs, 
and others in December or January to talk more about how we can 
do this. 

But the real key is in-country. The real key is how are we coordi- 
nating our programs so that we are supporting one national strat- 
egy. I think we’ve got some great successes over the last few years. 
If you look in Ethiopia, if you look in Rwanda, what you see is the 
Global Fund, for example, PEPFAR, and the World Bank jointly co- 
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ordinated to support the national strategy, where we each do pieces 
of the puzzle to expand the national program. 

That’s the thing we need to do more and more of and get better 
and better at. So I think we’ve made great strides both at the head- 
quarters level and at the country level. But it’s one of our principal 
focuses going forward, because otherwise we’re duplicating effort. 
Otherwise we’re not effectively supporting the national strategy. So 
there are opportunities here. 

To be honest, for the American taxpayer this is a great way to 
do it, because we’re all in it together. We’re all in it supporting to- 
gether, not one piece being the most essential or pieces that we 
can’t sustain over the long term. 

The Chairman. Too many countries in the beginning of this 
whole initiative responded slowly. As a matter of fact, 10 years ago 
when we started discussing this, one of the difficulties was the will- 
ing suspension of disbelief in some countries, where there were 
some countries, which I’m not going to name because it will cause 
controversies again, who either denied the existence of the problem 
in their country, were slow to react to it, or when they reacted to 
it, reacted to it in a less than helpful way. 

You say countries have national strategies. I imagine a number 
of the countries, some of which you already mentioned, need some 
guidance in developing their national strategy. Is there a go-to 
agency that countries are inclined to, once they have reached, they 
have crossed the Rubicon that they have a problem or they have 
an obligation to deal with it? 

I mean, how and if — do you and how do you try to help develop 
national strategies, or do you? I don’t mean you alone. I mean — 

Ambassador Dybul. Absolutely. I have to say there is no one 
particular go-to. There are a lot of international guidance and docu- 
ments to help direct people, but each country does it differently, 
and they tend to pool everyone together to come together to develop 
one national strategy. South Africa actually just put forward a 
great national strategy. Ethiopia has a new one, Kenya has a new 
one. 

So they evolve over time and they’re getting better all the time. 
So that is a principal part of our work, to work with our other part- 
ners in-country to build a national strategy that ultimately is 
owned by that government and that country. So it is a principal 
part of what we do, and they’re improving all the time. Again, 
we’ve only been at it for 3 years, but it’s getting better. 

The Chairman. I realize that. Look, I’m a fan. I think you’re 
doing a very good job. As I said. I’m impressed. 

One of the things I’d like you to submit for the record, if you 
would — I’m not looking to make unnecessary work for you here, but 
if you could lay out for us what is the informal, if not formal, co- 
ordinated process that goes on for all the countries and the Global 
Fund and this fund for attacking basically the same problem. 
There’s slightly — there’s nuanced differences in approach. 

It would be a useful tool for us, for those of us who have been 
so supportive of this effort, to be able to have to make the case to 
our colleagues. And I’m not asking you to do my work for me. I’m 
asking you to help me lay out the most persuasive document to — 
it need not be a document — the most persuasive paper to indicate 
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that we are multiplying, in effect, our dollars; we are not dupli- 
cating the dollars. 

Would you be willing to try to take a shot at that? 

Ambassador Dybul. Absolutely, Mr. Chairman. Your work is our 
work, so we’re happy to do that. 

[The written information submitted by Ambassador Dybul fol- 
lows:] 

A key difference between PEPFAR and the Global Fund, and an important reason 
for U.S. support to both programs, is that while PEPFAR mobilizes IJ.S. diplomatic 
leadership, technical expertise, and financial resources to work at the country level, 
the Global Fund is, in its own words, a “simplified, rapid, innovative process [to] 
attract, manage, and disburse additional resources.” The Global Fund is a financing 
mechanism, which boosts funding and political leadership around the world. It does 
not have field staff, and does not develop specific implementing strategies. The Glob- 
al Fund relies on implementing partners — both host country organizations and 
international development partners — to manage the funds and build the programs 
at the country level. 

U.S. missions use their PEPFAR resources to support Global Fund grants and 
“make the money work” in a variety of ways. In focus countries, implementers sup- 
ported by PEPFAR and the Global Fund work closely to deliver a comprehensive 
program under one national plan and strategy, which uses one system of monitoring 
and evaluation. This effort is consistent with the commitment of both agencies to 
the “Three Ones” principle, which calls on all international partners to support in 
each country: (1) One agreed HIV/AIDS Action Framework that provides the basis 
for coordinating the work of all partners; (2) one National AIDS Coordinating Au- 
thority, with a broad-based multisectoral mandate; and (3) one agreed country-level 
Monitoring and Evaluation System. 

For example, in Uganda, all operational costs of TB/HIV sites are financed by the 
Global Fund, and PEPFAR supports the personnel, training, and quality assurance 
at these sites. Similarly, in many countries, PEPFAR country teams have arranged 
for the Global Fund to supply antiretroviral drugs and commodities to PEPFAR-sup- 
ported HIV treatment sites, where PEPFAR supports personnel, training, infra- 
structure improvement, operations, and quality assurance. 

The Global Fund’s 2005 progress report cites Tanzania as another example. 
“[PJartners are now refocusing their resources to support implementation after the 
slow start to programs financed in early rounds. A key area of collaboration has 
been through USAID funding of Management Sciences for Health (MSH) for assist- 
ance to the Tanzania Commission for AIDS (TACAIDS). TACAIDS is responsible for 
coordinating the implementation of most HIV/AIDS-related activities in Tanzania. 
MSH provides capacity to support the development of work plans, and procurement 
and supply management.” 

In other countries with USG bilateral programs, where the Global Fund is often 
the largest international partner on HIV/AIDS, PEPFAR works to maximize the im- 
pact of Global Fund resources and to fill gaps in support of a comprehensive HIV/ 
AIDS program. At the request of Global Fund Country Coordinating Mechanisms 
(CCMs), PEPFAR provides technical assistance to Global Fund grantees, helping 
them overcome bottlenecks, expand access to services, and resolve major issues that 
can cause grant failure in areas such as program management; governance and 
transparency; procurement and supply-chain management; and monitoring and 
evaluation. 

Of all countries that completed PEPFAR country operational plans (COPs) and 
minicountry operational plans (Mini-COPs) ^ for FY08, 48 percent are planning for 
Global Fund technical assistance in their annual budgets, totaling over $11 million 
for calendar year 2008. Additionally, in the past 3 years PEPFAR has provided over 
$35 million for targeted assistance using funds withheld from the U.S. contribution 
to the Global Fund, within the legislatively authorized 5 percent ceiling. These 
funds support Management Sciences for Health (a USG contractor). Roll Back Ma- 
laria, UNAIDS technical support facilities, the WHO Green Light Committee, and 
the WHO Stop TB initiative in order to provide specialized technical assistance to 
Global Fund grants. 

One of the most important ways PEPFAR coordinates with the Global Fund at 
the country level is by participating in the Global Fund CCMs. A CCM is the na- 
tional planning and oversight body for the implementation of Global Fund resources 
in a given country; these bodies are multisectoral, and involve top leadership from 
all areas of the government. In 2007, 87 percent of countries that completed 
PEPFAR COPs and Mini-COPs had PEPFAR representation on the CCMs. As reg- 
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ular members of the CCMs, PEPFAR personnel contribute significantly to the 
design of national Global Fund grant proposals, selection of interventions, and over- 
sight of implementation. 

In Ghana, the Global Fund’s 2005 progress report notes that PEPFAR participa- 
tion has been “integral to changes made to streamline and strengthen the CCM. In 
the past the CCM was largely seen as an impediment to the smooth functioning of 
grants in Ghana. Key members of the CCM led by the PEPFAR representative advo- 
cated for a change in the size of the CCM as well as for the election of the chair 
and vice chair and the selection of members by their constituencies . . . The bilat- 
eral and multilateral partners deserve credit for keeping the issue on the table 
throughout the last year and for assuring that it was brought to resolution . . . The 
CCM has been streamlined and members are now elected by the constituencies they 
represent.” 

To further promote coordination, PEPFAR has entered into Memoranda of Under- 
standing (MOUs) with the Ministries of Health and the Global Fund in several 
countries. These documents help clarify collaboration and partnership activities in 
such areas as antiretroviral treatment (ART) provision. For example, the critical re- 
lationship between PEPFAR and the Global Fund in Ethiopia was formalized on 
February 7, 2006, when the Minister of Health and the Charge d’Affaires at the 
U.S. Embassy signed a Global Fund-PEPFAR Ethiopia MOU. Through this MOU, 
PEPFAR, and Ethiopia’s HIV/AIDS Prevention and Control Office (HAPCO) within 
the Ministry of Health, which operates with Global Fund support, engage in joint 
planning to support one national HIV/AIDS program; to use resources effectively 
according to comparative advantages; and to share programmatic, financial, and in- 
stitutional information in order to identify and minimize programmatic gaps and 
overlaps. 

Specific coordination mechanisms within this MOU include a weekly PEPFAR- 
HAPCO management meeting to address planning and operation issues; a monthly 
PEPFAR-Ministry of Health meeting to address policy issues; and a Global Fund- 
PEPFAR liaison position to strengthen and lead coordination efforts in planning, im- 
plementation, and monitoring and evaluation of HIV/AIDS activities among the 
large international partners. 

Close PEPFAR-Global Fund coordination is also reflected in the PEPFAR Country 
Operational Plans (COPs). In Rwanda, PEPFAR focuses on strengthening aspects 
of the national health system that will enhance Global Fund implementation, as 
well as directly further the objectives of the national government and PEPFAR in 
addressing HIV/AIDS and public health. For example, PEPFAR: 

• Provides training, infrastructure and logistics support of the National Reference 
Lab and district and site laboratories, which are also used by Global Fund-sup- 
ported activities; 

• Strengthens the capacity of the local authority — the Treatment Research and 
AIDS Center (TRAC) — which oversees all HIV/AIDS planning and implementa- 
tion nationwide; 

• Provides technical assistance for a coordinated supply chain between donors for 
harmonized quantification, procurement, and distribution of antiretroviral 
(ARV) drugs, laboratory commodities, and other consumables. 

• Supports broad-based quality initiatives to enhance synchronization of Global 
Fund- and PEPFAR-supported packages of service; 

• Helps procure commodities for Global Fund-supported Voluntary Counseling 
Testing (VCT) and Prevention of Mother-to-Child Transmission (PMTCT) sites; 

• Supports national monitoring activities through TRACnet, an innovative tele- 
phone and Web interface system to connect every Rwandan health facility that 
provides ARV treatment and related services, including Global Fund sites; and 

• Participates in the CCM, such as by serving as chair of the HIV/AIDS, TB, and 
orphans technical advisory committees. 

In Thailand, the PEPFAR team oversees technical assistance to Global Fund 
projects that is provided through UNAIDS with USG funding. Current funding 
supports: 

• Building the CCM’s capacity to provide technical and programmatic oversight 
to Global Fund grants, and strengthening the role of civil society in the CCM; 

• Assessing needs to improve financial and programmatic monitoring and report- 
ing, and providing training and technical assistance to address these needs; and 

• Developing and disseminating strategic information briefs to promote policies 
supportive of Global Fund-supported HIV programs. 

Additional planned technical assistance will support capacity-building for local 
government and Global Fund subrecipients and sub-subrecipients, to improve their 
capacity to design and implement effective HIV programming at the local level. The 
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resulting local policy and capacity development guidelines will be disseminated 
throughout Thailand. 

Malawi has been approved to receive large amounts of Global Fund resources, but 
lack of local capacity has impeded rapid disbursement and use of the funds. The 
PEPFAR team dedicates substantial efforts and resources toward helping the Global 
Fund grants work in Malawi. PEPFAR’s model of long-term technical assistance to 
support national scale-up of HIV/AIDS interventions in Malawi has been very suc- 
cessful. As of June 2007, Malawi had 114,375 people on ART, and wide usage of 
counseling and testing services nationwide. However, despite these tremendous 
achievements, local capacity has not grown as well as was intended. The PEPFAR 
team is currently examining what future models of support will bring long-term sus- 
tainability. In 2008, PEPFAR will move further into supporting the scale up of 
PMTCT and, through the new Community Care Advisor, provide assistance to facili- 
tate improved implementation of the Global Fund Round Five Orphans and Vulner- 
able Children (OVC) grant. 

Effective coordination at the country level also requires leadership and collabora- 
tion at the headquarters level. The Global AIDS Coordinator serves as the Chair 
of the Global Eund Finance and Audit Committee, providing a critical leadership 
role in budget oversight and management. Senior PEPFAR officials also represent 
the USG on the Global Fund Policy and Strategy committee. In addition to top-level 
leadership, a PEPFAR interagency “Global Fund core group” reviews Global Fund 
country programs and grant requests, communicates with USG field staff familiar 
with the strengths and challenges of Global Fund programs, and engages in other 
activities to help the Global Fund successfully meet the requirements of perform- 
ance-based funding. This core group also helps to coordinate Global Fund and 
PEPFAR activities on an international level. Last, the United States, through 
PEPFAR, is the largest contributor to the Global Fund, having provided nearly one- 
third of total Global Fund resources, or a total of $2.6 billion, to date. 


1 Generally, countries receiving more than $10 million per fiscal year from PEPFAR are re- 
quired to submit a full country operational plan (COP). Those receiving between $5 and $10 mil- 
lion are required to submit a shorter, minicountry operational plan (mini-COP). Countries that 
do not submit COPs or Mini-COPs do not report funding for Global Fund technical assistance. 

The Chairman. All right. Well, thank you very much. I appre- 
ciate your time and your commitment. 

The hearing is adjourned. 

[Whereupon, at 3:46 p.m., the hearing was adjourned.] 


Additional Material Submitted for the Record 

Responses of Ambassador Mark Dybul to Questions Submitted by Senator 

Joseph R. Biden, Jr. 

PREVENTION OF HIV/AIDS 

Question. As Congress undertakes reauthorization, how do we most effectively ele- 
vate prevention as a strategic authority? 

Answer. PEPEAR has supported a balanced portfolio of prevention, care, and 
treatment, identified in its authorizing legislation. PEPFAR recognizes that preven- 
tion is the bedrock of an effective global response to HIV/AIDS. In PEPFAR’s Five- 
Year Strategy, in each annual report, and in nearly every other public document, 
PEPFAR has clearly stated that we cannot treat our way out of this pandemic, and 
that prevention is the most important component for success. Counting counseling 
and testing as part of prevention, in fiscal year 2007 prevention received 29 percent 
of program resources. 

We believe that goals are a key determinant of programs. The first phase of 
PEPFAR included a goal of preventing 7 million new infections. In the next phase 
of PEPFAR, the President has proposed nearly doubling that prevention target, 
seeking to prevent 12 million new infections. Care and treatment goals in this next 
phase are also increased, but more modestly. Countries will need to make a signifi- 
cant scale-up in prevention activities to meet this ambitious target, while continuing 
support for care and treatment interventions. 

Additionally, PEPFAR has more experience with and evidence about “what works” 
in prevention than ever before. Evidence from Kenya, Zimbabwe, and a number of 
other countries demonstrates that HIV prevalence declines when young people delay 
sexual debut, sexually active persons reduce their number of partners, and people 
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engaging in risky sexual activity increase condom use. In addition, PEPFAR pro- 
motes interventions that address gender issues (including gender-based violence), 
cross-generational and transactional sex, substitution therapy for injecting drug 
users, and prevention for those already HIV-positive to prevent secondary infections. 

Scaling up prevention of mother-to-child HIV transmission (PMTCT) is also an 
important priority for PEPFAR. In Botswana, PEPFAR support for PMTCT has 
contributed to Botswana’s success in reducing the rate of HIV transmission from 
mother to infant to just 4 percent, and the infant mortality rate in general is on 
the decline. PEPFAR is disseminating programmatic lessons learned from successes 
like the promising PMTCT model in Botswana to other countries. 

A promising prevention breakthrough made with PEPFAR support is male cir- 
cumcision, which randomized control trails have shown can reduce a man’s likeli- 
hood of contracting HIV by 60 percent. PEPFAR now supports male circumcision 
programs, including the development of policies, training, implementation and qual- 
ity assurance in several countries, by host government request. 

PEPFAR also quickly adapts and supports international normative guidelines in 
prevention, such as the scale-up of WHO-approved provider-initiated testing and 
counseling in antenatal, TB, and HIV clinics, and in other in- and out-patient set- 
tings. Testing uptake under this “opt-out” model has been 90 percent and above in 
several settings, and expanding it will significantly increase the number of people 
who know their status and who can take measures to avoid contracting it them- 
selves, or further spreading the disease. 

This progress has been achieved under the current authorities of the Leadership 
Act. The success PEPFAR has experienced thus far has been largely driven by the 
President’s 2-7-10 goals. With an even more ambitious goal for the next phase of 
PEPFAR — support for prevention of 12 million infections — and supported with more 
evidence, knowledge, and experience than ever before, we believe country teams will 
respond with a significantly greater focus on prevention interventions over the next 
5 years. 

Question. In the next phase of programs to combat HIV/AIDS, what are the most 
appropriate measures to determine the effectiveness of prevention programs so that 
we are maximizing our opportunity to build on and expand programs with proven 
impact? 

Answer. PEPFAR is currently revisiting indicators across all program areas. We 
anticipate moving toward outcome indicators that reflect behavioral change, rather 
than relying solely on output indicators which provide simple service delivery and 
utilization counts. This shift has important implications for prevention programs, as 
measurement of behavioral changes provides first-level evidence of programmatic 
effectiveness. PEPFAR will use this data to identify programs with proven impact, 
so that they can be scaled up and shared with other countries. 

As part of our strategy to strengthen and refine monitoring and evaluation, 
PEPFAR is also supporting the increased use of “bio-markers” — which test for a par- 
ticular disease state — in tandem with behavioral studies that collect health knowl- 
edge, attitudes, and behaviors. This approach links an individual’s and population’s 
health outcomes (e.g., HIV status) with reported behaviors (e.g., number of concur- 
rent sexual partners), thereby presenting stronger evidence of program success or 
failure and contributing to the science of behavior change. Similarly, these data help 
ensure more focused program alignment with those communities where HIV infec- 
tions occur most often. 

Advanced technology now allows us to collect HIV incidence data for surveyed 
populations, which provides “real-time” documentation of the loci of new HIV infec- 
tions and helps assess the impact of prevention programs over time. These efforts 
to better understand program impact, the relationship between behaviors and HIV 
incidence, and HIV incidence in particular communities are all challenging. How- 
ever, the information gathered will allow for better mid-course adaptation and im- 
provement of prevention activities, strengthening the PEPFAR program overall. 

PEDIATRIC TREATMENT 

Question. While children account for almost 14 percent of all new HIV infections, 
they reportedly make up only 9 percent of those on treatment under the President’s 
Emergency Plan for AIDS Relief (PEPFAR). 

What are the barriers to increasing the access of HIV-positive children to life-sav- 
ing treatment? 

What steps do you believe should be taken in PEPFAR reauthorization to reduce 
these disparities, so that children are accessing treatment at the same rate as 
adults? 
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Answer. PEPFAR supports treatment services for over approximately 1,101,000 
men, women, and children in its focus countries alone, and care for over 2 million 
orphans and vulnerable children. However, a number of challenges remain to scal- 
ing up these services to all the children who need them. 

Barrier 1: HIV diagnostic testing 

Most pediatric HIV infections worldwide are attributable to mother-to-child trans- 
mission, with transmission occurring during pregnancy, around the time of birth, or 
through breastfeeding. Barriers to testing infants and children for HIV infection 
lead to a delay in diagnosis, and many infants and young children die before HIV 
is diagnosed or treatment can be given. It is estimated that 50 percent of HlV-posi- 
tive children will die before the age of 2 years if they are not treated. 

For adults and children older than 18 months, diagnosis of HIV infection is made 
by identification of antibodies to HIV in serum. However, because of the transfer 
of maternal HIV antibodies to the infant, newborn infants, and children younger 
than 18 months will often test positive for the presence of anti-HIV antibodies even 
in the absence of true infection. Therefore, definitive diagnosis of HIV infection 
among infants and children younger than 18 months often requires the use of spe- 
cial infant diagnostic tests (i.e., HIV-specific RNA or DNA) to detect the virus itself, 
instead of the inexpensive and readily available antibody tests that can be used in 
adults and children older than 18 months. These special tests are more complex to 
perform and more expensive, and are not available in many resource-constrained 
areas of the world in which the risk of HIV infection in infancy is highest. 

PEPFAR’s existing authorities have allowed it to respond to this challenge. 
PEPFAR supported the development of the innovative dried blood spot polymerase 
chain reaction (PCR) test, for HIV-specific RNA or DNA, improving the rate of accu- 
rate and timely HIV diagnosis in infants under 18 months. PEPFAR is now sup- 
porting a significant scale-up of this new testing technology in Botswana, Rwanda, 
South Africa, Uganda, Namibia, Zambia, Kenya, Mozambique, Ethiopia, Cote 
d’Ivoire, Nigeria, Malawi, and China, through the establishment of national guide- 
lines, training of personnel, and implementation support. This effort will help to 
identify more quickly HIV-positive infants under 18 months and to link them to care 
and treatment programs. 

PEPFAR also helped develop guidelines for the use of HIV rapid tests that have 
been disseminated to PEPFAR countries to support a systematic scale-up of rapid 
HIV counseling and testing for children, adolescents, and adults. PEPFAR is further 
supporting policy development and program implementation to hire thousands of lay 
counselors to implement quality HIV counseling and rapid testing throughout 
PEPFAR focus countries, including among infants and children over 18 months. A 
priority for such counseling and testing activities is to establish adequate linkages 
for infants and children to care and treatment services. 

An important component of the scale-up of infant diagnosis will be the expansion 
of sites where infants at risk of HIV can be identified and tested. Prevention of 
mother-to-child HIV transmission (PMTCT) programs at antenatal care sites pro- 
vide excellence access to infants at risk of HIV. PEPFAR is substantially increasing 
its support for the national scale-up of PMTCT programs through the development 
of national PMTCT policies, strategies, and program plans; provision of training, 
infrastructure support, and assistance for monitoring and evaluation activities; 
development of key reference PMTCT tools for program implementation and country 
adaptation; and collaboration with multilateral partners, including WHO and 
UNICEF. 

Last, the foundational component of PEPFAR’s scale-up of infant diagnosis is 
PEPFAR’s continued strengthening of national-tiered laboratory networks that have 
the capacity for accurate and timely infant diagnostics. This includes training and 
mentoring laboratory personnel, establishing standard laboratory operating proce- 
dures for HIV and 'TB diagnostics, providing a reliable supply of test kits and lab- 
oratory reagents, renovating and constructing laboratories, and developing quality 
assurance mechanisms, among other activities. In fiscal year 2007, PEPFAR in- 
vested over $160 million in strengthening laboratory systems. 

Scaling up infant diagnostic testing, rapid HIV testing, laboratory strengthening, 
and linkages from testing to infant and child care and treatment will continue to 
be priorities for PEPFAR in the next phase. 

Barrier 2: Clinicians to Provide Care for Children With HIV 

Even where appropriate HIV diagnostic testing is available and drugs for treat- 
ment of HIV infection and prophylaxis for HIV-associated infections are accessible, 
lack of personnel trained in treatment of children with HIV severely limits access 
to treatment for large numbers of children. In many areas of the world, medical care 
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is provided by physicians, nurses, and other clinicians with training and experience 
in the management of adult, hut not pediatric, patients. Additional efforts are 
needed to expand the availability of clinicians who are skilled in pediatric HIV care 
in resource-limited areas of the world. 

Under existing authorities, PEPFAR has made sizeable investments in building 
the health workforce capacity in PEPFAR countries to provide pediatric care and 
treatment, and will continue to do so in the next phase. First, PEPFAR provides 
partial and full salary support for physicians, clinical officers, and nurses providing 
HIV care and treatment for infants and children across national HIV/AIDS 
programs. 

Second, PEPFAR strengthens preservice training institutions, such as schools of 
medicine, nursing, and pharmacy, to produce more qualified graduates that can 
work in pediatric HIV care and treatment. Activities include developing curricula, 
hiring and training faculty, and providing scholarships for students to attend school 
within or outside their countries. In the case of Namibia, no schools of medicine or 
pharmacy exist, so an ongoing scholarship program supported by PEPFAR has suc- 
cessfully subsidized students to study in South Africa, with the agreement to serve 
in the public health system for 2 years upon completion of their degree. 

Third, PEPFAR has supported the on-going training and mentorship of thousands 
of medical providers, nurses, and pharmacists in pediatric care and treatment serv- 
ices. Notably, PEPFAR has been promoting and supporting a standardized model of 
pediatric care and treatment in the focus countries. This 10-Point Package for 
Comprehensive Care of an exposed infected child includes: (1) Early infant diag- 
nosis; (2) growth and development monitoring; (3) routine health maintenance; (4) 
prophylaxis for opportunistic infections; (5) early diagnosis and treatment of infec- 
tions; (6) nutrition counseling; (7) HIV disease staging; (8) ART for eligible children; 
(9) psychosocial support to the child and family; and (10) referral for additional care. 
Providing a standardized model of care ensures PEPFAR countries are providing 
quality care for infants and children in a systematic manner. 

Fourth, PEPFAR has further supported the development of “centers of pediatric 
treatment excellence,” which establish best practices and facilitate training and 
skills-building among pediatric providers in multiple PEPFAR countries. PEPFAR 
will continue to leverage the current rapid expansion of care and treatment services 
for people living with HIV/AIDS to expand pediatric access beyond centers of excel- 
lence to community-based health facilities. In Zambia, for example, with support 
from PEPFAR and the Global Fund, the government expanded antiretroviral treat- 
ment to children at primary health care centers, using a model led by nurses and 
clinical officers. The program resulted in strong health outcomes, providing further 
evidence for the PEPFAR-supported model of “task-shifting,” or the shifting of care 
responsibilities from more specialized providers to less specialized. 

Last, a WHO-PEPFAR collaboration on task-shifting in seven countries will fur- 
ther map the provision of pediatric care and treatment services by all levels of pro- 
viders, and will contribute to the establishment of WHO guidelines on task-shifting 
for HIV prevention, care, and treatment. These guidelines will help countries scale 
up pediatric and adult care and treatment more rapidly, hy making strategic use 
of their existing health workforce. 

Barrier 3: ARV formulations 

Assuming that appropriate HIV diagnostic testing is available, and the necessary 
clinical personnel are available to provide care and treatment to HIV-infected chil- 
dren, appropriate formulations of antiretroviral drug (ARV) agents for children are 
also necessary. However, pediatric formulations may cost up to four times as much 
as adult formulations, and the regimens are complex and difficult to follow. Lack 
of availability of appropriate ARV formulations that are inexpensive and easily usa- 
ble is a major impediment to access for children with HIV. 

PEPFAR’s existing authorities have allowed it to respond to this challenge. Most 
notably, PEPFAR has announced an unprecedented public-private partnership to 
promote scientific and technical solutions for pediatric HIV treatment, formulations, 
and access. This partnership seeks to capitalize on the current strengths and re- 
sources of: Innovator pharmaceutical companies in developing, producing, and dis- 
tributing new and improved pediatric ARV preparations; generic pharmaceutical 
companies that manufacture pediatric ARVs or have pediatric drug development 
programs; the U.S. Government in expediting regulatory review of new pediatric 
ARV preparations and supporting programs to address structural barriers to deliv- 
ering ART to children; and civil society/multilateral organizations to provide their 
expertise to support the success of the partnership. 

The partners will work to identify scientific obstacles to treatment for children 
that the cooperative relationship could address. They will also take practical steps 
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and share best practices on the scientific issues surrounding dosing of ARVs for pe- 
diatric applications. Finally, the partners will develop systems for clinical and tech- 
nical support to facilitate rapid regulatory review, approval, manufacturing and 
availability of pediatric ARV formulations. 

Barrier 4: Appropriate dosing of ARVs in children 

Even when appropriate formulations of ARV agents are available for children, 
pharmacokinetic data may be insufficient to appropriately guide drug dosing, espe- 
cially in the youngest children (who metabolize these drugs differently) but also in 
adolescents, who may need higher than the “maximum adult dose” for adequate 
drug exposure. Earlier evaluation of ARV safety and pharmacokinetics in children 
is needed so that when new ARV formulations are approved for use in adults, there 
are also preparations available for children; enough information about drug phar- 
macokinetics in children is available to allow rational dosing recommendations. Ap- 
propriate dosing of drugs in pediatric patients requires measurement of weight and 
height and the complex calculation of body surface area. The requirement for dif- 
ferent doses according to age, weight, and body surface area may put accurate pre- 
scribing and safe dispensing of ARVs and other drugs to pediatric patients beyond 
the reach of many of the front-line health care professionals who treat children with 
HIV. 

Under existing authorities, PEPFAR has supported the development and imple- 
mentation of WHO simplified dosing guides, which are readily available to clinicians 
who care for children and adolescents with HIV infection in resource-limited set- 
tings (available at www.who.int/hiv/paediatric/en/index.html). These guides will in- 
crease the accuracy of dosing and dispensing ARV medications to children. The 
PEPFAR pediatric technical working group has also assisted in the development of 
the “Handbook for Pediatric AIDS in Africa,” which provides instructions and job 
aids on simplified dosing and quality services in pediatric care and treatment. 

Moreover, through a fast-track approval process developed under PEPFAR, FDA 
recently approved the first-ever fixed-dose pediatric formulation, which simplifies 
dosing of, and adherence to, a triple combination of pediatric ARV innovator drugs 
for use in children under 12 years old. This formulation is one of 51 HIV/AIDS 
drugs approved or tentatively approved for purchase under PEPFAR by the FDA. 
Further, through an existing agreement with the WHO, this FDA-approved formula- 
tion is added automatically to the WHO prequalification list, which will expedite the 
regulatory processing of this formulation at the national level across PEPFAR 
countries. 


COUNSELING AND TESTING: OPT-OUT 

Question. Voluntary counseling and testing is an important tool in efforts to pre- 
vent and treat HIV/AIDS and to better understand and thus respond to the dynam- 
ics of local epidemics. As you know, the World Health Organization endorses the 
principle of opt-out testing for HIV in countries with generalized epidemics. Several 
focus countries, including Botswana, Kenya, and Uganda, have developed opt-out 
programs. 

What is the extent of opt-out or provider-initiated testing in PEPFAR focus 
countries? 

In countries where it has been implemented, does it apply only as part of prenatal 
care or is it practiced in more general health care settings? 

What are the critical components of effective counseling associated with initial 
testing? 

Answer. In varying degrees, every PEPFAR focus country is promoting the deliv- 
ery of provider-initiated testing and counseling (PITC), including through developing 
appropriate policy and training mechanisms. PITC is being implemented in prenatal 
care, STD, TB, and ART settings, and is being extended to more general in- and 
out-patient care settings, depending on local capacity and epidemiology. To encour- 
age this substantial scale-up of PITC, country teams are supporting the increased 
use of rapid HIV tests (that produce results in one clinical visit), as well as the 
training and deployment of lay counselors to conduct the testing and counseling for 
the medical provider. There is still a mix of opt-in and opt-out methods, and the 
specifics are difficult to determine from country operational plans. 

We are planning a public health evaluation study on the issue of effective compo- 
nents of counseling, which will provide additional information. In the meantime, 
some preliminary evidence and experience shows that lay counselors can provide 
quality counseling and testing, including rapid testing, where the policy environ- 
ment enables them to do so. This is an important aspect of task-shifting to maxi- 
mize use of available workforce. Evidence has also demonstrated that group pretest 
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counseling is effective in terms of high acceptance rates for opt-out counseling and 
testing. We have also learned that a conducive space and/or environment is impor- 
tant for counseling and testing, and this continues to be a major need in our focus 
countries. 

Question. Voluntary counseling and testing is an important tool in efforts to pre- 
vent and treat HIV/AIDS and to better understand and thus respond to the dynam- 
ics of local epidemics. As you know, the World Health Organization endorses the 
principle of opt-out testing for HIV in countries with generalized epidemics. Several 
focus countries, including Botswana, Kenya, and Uganda, have developed opt-out 
programs. 

What are the barriers to countries accepting and implementing opt-out testing? 
What are we doing to help overcome those obstacles? 

Answer. As care and treatment services are scaled up in countries through 
PEPFAR support, more people who are tested and diagnosed as HIV-positive can 
be connected to ongoing care and treatment. This reduces many barriers to accept- 
ance of the opt-out model of counseling and testing. The remaining obstacles are 
more issues of policy and capacity, such as the following: 

Policies support the traditional VCT model. The PEPFAR HIV counseling and 
testing interagency technical working group is addressing this by assisting countries 
with revising national policies, in particular by adapting the new WHO provider- 
initiated testing and counseling (PITC) guidelines. In addition to this policy work, 
we are specifically working to offer a PEPFAR-sponsored HIV counseling and test- 
ing workshop in Zambia in January 2008, to Ministry of Health representatives 
from a variety of countries. 

Training of health care workers. PEPFAR is addressing this by developing cur- 
ricula and supporting training of nurses and lay counselors in opt-out testing and 
counseling. Recently, the PEPFAR-developed counseling and testing curriculum was 
approved and adopted by the WHO. A PITC training package was further developed 
by PEPFAR, in collaboration by WHO, and will be disseminated to Ministry of 
Health staff for use in their countries, during the counseling and testing meeting 
in Zambia. 

Number of health care workers. The critical shortages of health care workers in 
PEPFAR countries pose a significant barrier. In response, PEPFAR focus countries 
engaged in large-scale activities in FY 2007 (continuing in FY 2008) to support the 
scale-up of qualified nurses and lay counselors to provide HIV counseling and test- 
ing. PEPFAR activities in this area include: Direct salary support for thousands of 
nurses and counselors, preservice and in-service training (including development of 
job aids); supervision and mentorship programs; coordination at facility, district, 
and regional levels; and training and support for national-level leadership in scaling 
up testing and counseling plans. Further methods for task shifting of counseling and 
testing will be discussed during the January 2008 meeting. 

Procurement and quality assurance of rapid test kits. PEPFAR is ramping up 
efforts across its 15 focus countries through its main supply chain management 
partner, the Supply Chain Management System, to strengthen procurement and 
quality assurance mechanisms for rapid HIV test kits in order to meet the antici- 
pated growth in the demand and capacity for counseling and testing services. 

GENDER 

Question. What are the targets and indicators for gender in PEPFAR programs? 

Answer. PEPFAR addresses gender as a set of issues that cut across all programs, 
and measures progress with the following two approaches: 

1. Gender mainstreaming. At the beginning of PEPFAR, priority gender issues 
that impact PEPFAR goals were identified, and criteria were developed for gender 
programming in each program area. These “technical review criteria” are updated 
annually and are used to evaluate the quality of gender activities in PEPFAR pro- 
grams. Two primary evaluation methods are used: (1) Technical reviews of the 
Country Operational Plans by the PEPFAR Gender technical working group, and (2) 
assessments by the country teams (using a structured tool based on the criteria) of 
their own programs. 

2. Gender strategies. PEPFAR annually tracks programming on five priority gen- 
der strategies that were highlighted in the Leadership Act. These are: (1) Increasing 
gender equity in HIV/AIDS activities and services; (2) reducing violence and coer- 
cion; (3) addressing male norms and behaviors; (4) increasing women’s legal protec- 
tion; and (5) increasing women’s access to income and productive resources. The 
number of country program activities that include one or more of these strategies 
is tallied and reported on in the PEPFAR Annual Report. The level of funding asso- 
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dated with these activities is also reported. Additionally, PEPFAR was the first 
international HIV/AIDS program to establish primary indicators for prevention, 
care, and treatment that are disaggregated hy sex, providing data for monitoring 
gender equity in programs and services. 

Also, in 2006, PEPFAR launched three gender special initiatives in nine focus 
countries, involving: (1) Scaling up programs to address male norms and behaviors; 
(2) strengthening services for victims of sexual violence; and (3) confronting adoles- 
cent girls’ vulnerability to HIV/AIDS. Evaluation methodologies for each initiative 
will be developed that can be applied across all country programs. For example, 
under the sexual violence initiative, standardized program indicators are being pi- 
loted to monitor uptake, delivery, and quality of clinical and other services for sex- 
ual violence victims, including HIV post-exposure prophylaxis to prevent HIV infec- 
tion. 

PEPFAR is currently developing second generation indicators that will not only 
strengthen our ability to report but also will improve the monitoring at the indi- 
vidual, clinic/facility and program level. Each technical working group (TWG), in- 
cluding Gender, will develop a set of these indicators in consultation with country 
teams and international experts. Many organizations that play a leading role in 
Gender and HIV programming have already begun discussions to identify meaning- 
ful indicators, and the PEFPAR Gender TWG will work with these groups during 
the indicator development process. 


COMPACTS 

Question. You have previously discussed the potential role that compacts could 
play in the next phase of our global HIV/AIDS programs. 

Please provide the committee with a detailed description of the compact approach, 
including an analysis of the authorities under which this program will operate, a 
framework for the proposed compacts, and a timetable for implementation. 

How will these compacts be similar to or differ from Millennium Challenge 
compacts? 

How do you foresee implementation of actions for noncompliance with the terms 
of the compacts short of cutting off funding for essential HIV/AIDS programs? 

Would such compacts allow for the direct transfer of funds to governments in sup- 
port of national strategies? 

Answer. In terms of authorities, the Leadership Act gives the Coordinator broad 
authority to oversee the U.S. Government’s international HIV/AIDS programs, and 
this authority is sufficient for the establishment of compacts. Specifically, the Lead- 
ership Act assigns the Coordinator the duty of “pursuing coordination with other 
countries and international organizations” and “establishing due diligence criteria 
for all recipients of funds and all activities subject to the coordination and appro- 
priate monitoring, evaluation, and audits carried out by the Coordinator necessary 
to assess the measurable outcomes of such activities.” [Sec. 102] Moreover, the 
Leadership Act stipulates that “the President is authorized to furnish assistance, on 
such terms and conditions as the President may determine, for HIV/AIDS, including 
to prevent, treat, and monitor HIV/AIDS, and to carry out related activities, in 
countries in sub-Saharan Africa, the Caribbean, and other countries and areas.” 
[Sec. 301] 

The following is a current description of the compact framework. Compacts will 
be pursued with countries with significant HIV/AIDS burdens in which the U.S. 
Government (USG) has a well-established on-the-ground presence and where USG 
resources would play a substantial role and have a comparative advantage in the 
fight against HIV/AIDS. Compacts will serve as a framework for moving forward to- 
gether to save as many lives as possible with the resources that are available. Com- 
pacts will be structured to promote deeper integration of HIV/AIDS services into 
health systems, seeking to promote sustainability by ensuring that HIV/AIDS pro- 
grams build capacity and benefit health systems overall. 

Compacts must be tailored to local circumstances, so their development will be led 
by USG country personnel, who have relationships with key stakeholders. Compacts 
are anticipated in both PEPFAR’s current focus countries and in additional coun- 
tries, and will link new USG resources to host country commitments in two key 
areas: 

1. Financial commitment 

Resources differ dramatically from country to country, based on each nation’s level 
of development. Almost every nation severely affected by HIV/AIDS can do more. 
For example, in the 2001 Abuja Declaration, African governments committed them- 
selves to devote at least 15 percent of their budgets to health; only a few have 
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reached this level. Several current focus countries have significant resource alloca- 
tions to HIV/AIDS, yet nearly all can do more. In some countries, “more” can be 
measured in hundreds of thousands of dollars, in others millions, tens of millions, 
or more. It is important that resources for HIV/AIDS do not offset other health or 
development areas, and this will be reflected in the compacts. 

2. Policy commitment 

Policy changes can create an environment conducive to an effective health and 
HIV/AIDS response, ensuring that available resources are optimally used to save as 
many lives as possible. While agreements would vary from one country to another, 
key issues addressed might include: 

• Workforce: Regulations and policies that allow effective task-shifting for health 
care workers. 

• Gender: Regulations and policies to stop gender-based violence and discrimina- 
tion, prevent transgenerational sex, and protect women’s inheritance rights. 

• Orphans: Regulations and policies to protect the inheritance rights of children. 

• HrV-specific: Regulations and policies that promote diagnostic counseling and 
testing, pediatric diagnosis, rapid tariff-free regulatory procedures for drugs and 
commodities, and full inclusion of people living with HIV/AIDS in a multisec- 
toral national response. 

A timetable for implementation has yet to be determined. A consultative process 
to gather input from USG field and headquarters personnel and other stakeholders 
on this and other issues is underway. 

A key distinction between MCC compacts and PEPFAR compacts will be their 
focus issues. PEPFAR compacts will focus on the HIV/AIDS policy issues described 
above, rather than broader criteria relating to governance and the economy. MCC 
staff are being included in the consultative process described above, in order for 
PEPFAR to learn more about MCC’s approach and possible areas of similarity and 
difference for compacts under the two initiatives. USG staff with relevant experi- 
ence with models other than MCC are also being consulted. 

Options for noncompliance have yet to be determined. A consultative process to 
gather input from USG field and agency personnel and other stakeholders on this 
is under way. 

As with current PEPFAR programs, additional PEPFAR resources under com- 
pacts will be provided in support of multisectoral national HIV/AIDS plans. As at 
present, there will likely be some transfers of funds to governments as imple- 
menting partners for specific programs, but there are no plans for general budget 
support of governments. 

OPERATIONS RESEARCH AND MONITORING AND EVALUATION 

Question. How much does PEPFAR currently spend on operations research and 
evaluation? 

Answer. PEPFAR dedicated approximately $72 million to operations research and 
evaluation in FY07, including approved spending for COP-funded public health eval- 
uations, centrally funded public health evaluations, and other operations research 
activities. Of this, $54.5 million was directed toward operations research in priority 
prevention activities, including those associated with gender-based violence, male 
circumcision, prevention with positives, adolescent and young girls, and men as 
partners. 

PEPFAR further spends over $135 million on strategic information in all coun- 
tries, including monitoring and evaluation activities that may include operational 
research. Lastly, some monitoring and evaluation activities are budgeted by coun- 
tries under prevention, care, and treatment categories; while these amounts cannot 
clearly be identified, the total investment in operational research is larger than the 
$72 million set aside for operations research in 2007. 

Question. Do you agree that more resources should be put toward evaluating 
PEPFAR programs through operations research, so that we are maximizing every 
dollar spent? 

Answer. Operations research and evaluation, including public health evaluations, 
are integral to guiding program implementation and improvement under PEPFAR, 
and significant resources are dedicated to this area. Guidance to country teams in 
PEPFAR focus countries suggests 1-4 percent as a reasonable spending range to 
support public health evaluations in the COP planning process. This level of spend- 
ing is appropriate and compares to that provided under the Ryan White Care Act, 
which provides a useful domestic benchmark for the PEPFAR program. 
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PEPFAR approved over $72 million for operations research in 2007, and further 
invested $135 million on strategic information, of which an important component is 
monitoring and evaluation. Combining these investments with additional studies 
that may be supported through other budget categories, PEPFAR believes the cur- 
rent level of funding for operations research is appropriate, and in balance with 
competing priorities of prevention, care, and treatment activities. 

Question. What are the opportunities to enhance the role of NIH and CDC in im- 
proving and expanding operations research? 

Answer. Within PEPFAR, operations research and evaluation activities have been 
led by CDC and USAID and their implementing partners to guide program imple- 
mentation and on-going improvement efforts. NIH has focused on biomedical re- 
search and other investigational trials to develop new interventions, rather than on 
operations research on existing interventions. We believe that the agency contribu- 
tions in their respective areas of expertise meet the needs of PEPFAR to guide pro- 
gram implementation and improvement, and that the scale and scope of these oper- 
ations research efforts are appropriate. 

Question. How can monitoring and evaluation be most effectively elevated as one 
of PEPFAR’s functions? 

Answer. Monitoring and evaluation (M&E) is a vitally important component of 
PEPFAR’s program and its continued success. Indeed, PEPFAR’s intensive focus on 
measuring progress, establishing evidence, and adapting to experience prompted the 
Institute of Medicine to label it a “learning organization” in its congressionally man- 
dated assessment in 2006. PEPFAR guidance for country operational plans states 
that PEPFAR country teams should spend approximately 7 percent of their budget 
on strategic information, including M&E. M&E projects can be found throughout 
Country Operational Plans in every intervention area. 

One of the most useful ways to improve the impact of monitoring and evaluation 
in the next phase of PEPFAR is through the previously mentioned initiative to im- 
prove the quality of PEPFAR program indicators. PEPFAR is developing outcome- 
based indicators for programs in addition to its existing output indicators, which 
have centered on the number of people trained or served. These second generation 
indicators will help us improve reporting on programs having a positive or negative 
impact on the outcomes we care about, such as risk behavior in youth, and also help 
strengthen monitoring at the individual, clinic/facility and program level. Moni- 
toring and evaluation, therefore, will have a continued strategic role in assessing 
program effectiveness. Each technical working group (TWO) will develop a set of 
these indicators in consultation with country teams and international experts. 

Additionally, in 2007, PEPFAR developed the Public Health Evaluation (PHE) 
Framework to provide strategic coordination of evaluation activities. This frame- 
work monitors and supports country evaluation activities to help reduce redundancy 
and to share information across programs. More importantly, this framework sup- 
ports broader strategic operations research that measures the effectiveness of pro- 
grammatic interventions across populations and even countries, aiming to answer 
some of the most critical programmatic questions PEPFAR faces. All PHE activities 
are guided by interagency committees of strategic information experts, and success- 
ful evaluation activities are shared at the annual “Implementers’ Meeting” to dis- 
seminate program results to attending PEPFAR and partner staff and thereby 
strengthen PEPFAR programs. The PHE framework will increase the impact, use, 
and dissemination of evaluation studies conducted in PEPFAR countries throughout 
the next phase. 

Last, the role of monitoring and evaluation will be enhanced through PEPFAR’s 
continued support for the UNAIDS “Three Ones” principle; one agreed HIV/AIDS 
Action Framework that provides the basis for coordinating the work of all partners; 
one National AIDS Coordinating Authority, with a broad-based multisectoral man- 
date; and one agreed country-level M&E System. This commitment means that 
PEPFAR coordinates at a national level to support patient monitoring, program 
evaluation, and quality assurance activities, among others. PEPFAR has been a 
leader in building national capacity in the Ministries of Health and important civil 
society partners to manage the M&E portfolio. These efforts have included building 
surveillance and patient monitoring systems, and training staff in the analysis and 
use of data for programmatic decisionmaking. In these efforts, PEPFAR must not 
be the sole M&E provider but part of a team, working in coordination with other 
partners to ensure sustained country ownership, the continued support of other 
international partners, and ultimately, the sustainability of the national M&E 
program. 
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COORDINATION 

Question. Please elaborate on what kind of coordination takes place within the 
PEPFAR program (including OGAC, CDC, NIH, and USAID) and with other pro- 
grams (USAID maternal and child health programs for example). Would you sup- 
port a joint interagency review of Country Operational Plans to foster strengthened 
collaboration and coordination for more effective wraparound service programs? 

Answer. First, PEPFAR is built upon a model of interagency coordination to 
achieve shared HIV prevention, care, and treatment goals. Collaboration among 
agencies occurs at the planning, implementation, and evaluation stages of HIV 
activities, as well as at the decisionmaking level. 

In each country that receives PEPFAR support, a USG country team including 
representatives from USG agencies in-country (e.g., USAID, CDC, Peace Corps, and 
Department of Defense (DOD)) works together to plan HIV/AIDS activities, in co- 
ordination with the host government and civil society. This process requires agen- 
cies to consider comparative strengths, avoid duplication, and provide technical co- 
ordination and support to one another to deliver one HIV/AIDS program with a 
shared set of targets at the country level. An ongoing “staffing for results” effort has 
further strengthened the concept of one interagency country team to achieve com- 
mon targets, by profiling the expertise and function of each agency staff member 
and making sure she or he fits efficiently into one USG country team, without un- 
necessary overlaps between agencies. After planning, these USG country teams con- 
tinue to work closely together to make sure that they achieve their shared targets. 
This includes regular technical and operational meetings, site monitoring, and eval- 
uation visits. 

The country operational plans (COPs) and results of each country program are as- 
sessed through a rigorous series of technical and programmatic reviews, which are 
conducted by working groups with participation from USAID, NIH, Department of 
State, Department of Health and Human Services, Health Resources and Services 
Administration, CDC, Department of Labor, Department of Commerce, Peace Corps, 
and Department of Defense. These interagency COP reviews form a complex and 
labor-intensive process that takes approximately 3 months. Further, PEPFAR’s 
principals and deputy principals committees are interagency bodies that provide 
senior policy and implementation leadership. These committees meet regularly to 
make collaborative decisions on operational, technical, and policy issues. 

Collaborations with other agencies/offices of the USG also occur continuously to 
integrate HIV/AIDS activities with programs such as maternal and child health, 
education, family planning, and food and nutrition. Substantial dialogue takes place 
at the headquarters level to strategize coordinated efforts to address linkages be- 
tween HIV/AIDS and family planning, nutrition, and education in particular. 
PEPFAR’s own Public-Private Partnership section works closely with USAID’s 
Global Development Alliance (GDA) to further integrate public-private partnerships 
in these and other areas. 

At the headquarters level, PEPFAR collaborates with other agencies through tech- 
nical bodies such as the “HIV/Food and nutrition working group,” comprised of 
USAID Food for Peace and PEPFAR technical advisors that establish policy guid- 
ance on integrated HIV/food and nutrition activities. Further integration takes place 
through joint programming in-country, where country teams “wraparound” HIV pre- 
vention, care, and treatment activities with non-HIV activities. Every year, coun- 
tries show increasing investment in these models of service integration. 

PEPFAR welcomes further dialogue and coordination at the headquarters level to 
share information, develop improved field guidance, and plan special initiatives. At 
the same time, decisions on the delivery of integrated and/or wraparound programs 
will continue to take place at the country level, to make sure that interventions are 
appropriate to local needs. For this reason, PEPFAR reaches out on a continuous 
basis to other agencies and offices so they can strengthen wraparound programs by 
supporting PEPFAR field teams — such as through site visits and technical assist- 
ance during the COP planning season. Rather than making recommendations at 
headquarters during COP review, ongoing contact between programs in each coun- 
try throughout the planning cycle is essential for wraparound partners to have their 
input fully reflected in the COP document. 

Question. Please explain the coordination between PEPFAR programs and the 
President’s Malaria Initiative. 

Answer. HIV/AIDS and malaria are dual epidemics that cause illness, suffering, 
and death among many of the same communities in the same areas of the world. 
This reality demands that HIV/AIDS and malaria programs coordinate to: Avoid du- 
plication of efforts; capitalize on opportunities to extend essential interventions to 
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populations at risk of both diseases, such as pregnant women and children under 
the age of five; and ensure that there is efficient use of resources, commodities, and 
personnel. 

The President’s Malaria Initiative (PMI) and the President’s Emergency Plan for 
AIDS Relief (PEPFAR) share seven common focus countries: Ethiopia, Kenya, 
Mozambique, Rwanda, Tanzania, Uganda, and Zambia. PMI and PEPFAR have de- 
veloped a collaborative framework for action in these countries that will avoid dupli- 
cation, ensure safety, maintain appropriate and efficient funding streams, and result 
in an overall increase in coverage of key interventions. 

PEPFAR and PMI have agreed to hold quarterly headquarters meetings to discuss 
the status of current collaborations, and may also hold “calls home” from the field 
to both collect and distribute information about collaborative best-practices. Addi- 
tionally, several of PEPFAR’s technical working groups, including those on labora- 
tory, blood safety, care and pediatrics, are organizing program-specific meetings 
with PMI staff. Field personnel are also sharing annual operational plans between 
HIV/AIDS and malaria programs to rationalize the use of USG resources. 

In all shared focus countries, PEPFAR supports strengthening health systems — 
such as laboratory and commodities capacity — as well as the health workforce, 
which can be leveraged to deliver malaria interventions. Several recent examples of 
successful collaborations between PMI and PEPFAR programs in the field include: 

(1) PEPFAR’s outreach to increase the percentage of pregnant women attending 
antenatal clinics (ANCs) for prevention of mother-to-child HIV transmission 
(PMTCT) has allowed malaria programs working in ANCs to reach more of a key 
target population. 

(2) In Zambia, approximately 1 million people are receiving the benefits of insecti- 
cide-treated bed nets through a $2.5 million public-private partnership among 
PEPFAR, PMI, and the Global Business Coalition on HIV/AIDS, Tuberculosis and 
Malaria (GBC). PMI is distributing the mosquito nets through PEPFAR’s existing 
home-based care network in Zambia, RAPIDS, which reaches more than 154,000 
households. This allows PMI to reach the most vulnerable populations while de- 
creasing its distribution costs. Find more information on this initiative at: http:// 
www.pepfar.gov/c22130.htm. 

(3) Insecticide-treated bed nets are also distributed to HIV-positive persons in 
Uganda and Kenya as part of a basic HIV care package, which seeks to keep HIV- 
positive people healthy and delay the need for antiretroviral treatment. 

(4) In Uganda and Kenya, PEPFAR procurement of microscopes for clinics in 
order to diagnose tuberculosis also enables improved diagnosis of malaria. 

(5) In Mozambique, supply-chain coordination for malaria and HIV/AIDS commod- 
ities has been streamlined under one manager, decreasing overhead costs and en- 
suring coordination. 

(6) In Tanzania, the upcoming PEPFAR-supported HIV Indicator Survey will also 
function as a Malaria Indicator Survey, reducing the costs of essential epidemiolog- 
ical surveillance. 

PEPFAR will continue to explore ways to leverage infrastructure, personnel, and 
resources in partnership with PMI, host country governments, and multilateral 
organizations to increase coverage with both programs. 

Question. As we discussed, please provide us with an overview of coordination be- 
tween PEPFAR, the Global Fund, and other major donors such as the World Bank. 

Answer. PEPFAR plays an important role in convening, supporting, and partici- 
pating in partnerships with the Global Fund to Fight HIV/AIDS, TB, and Malaria 
(the Global Fund), the WHO, UNAIDS, the World Bank, and others. In 2007, 
PEPFAR, the World Bank, WHO, the Global Fund, and UNAIDS introduced the 
first jointly-convened Implementers’ Meeting to bring together the headquarters and 
field staff of PEPFAR and other major implementing partners. Many sessions fo- 
cused on ways to improve partnership at the country level, and representatives of 
the various implementing organizations held numerous ad-hoc meetings to discuss 
collaboration more informally. Additionally, PEPFAR guidance for Country Oper- 
ational Plans stresses the importance of field coordination with other partners — par- 
ticularly the Global Fund — around shared activities, targets, and goals, and provides 
guidelines for this coordination. 

The Global Fund 

The United States, through PEPFAR, is the largest contributor to the Global 
Fund, having provided nearly one-third of total resources, or a total of $2.5 billion, 
to date. A PEPFAR interagency “core group” reviews Global Fund country programs 
and grant requests, communicates with USG field staff familiar with the strengths 
and challenges of Global Fund programs, and engages in other activities to help the 
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Global Fund successfully meet the requirements of performance-based funding. This 
core group also helps to coordinate Global Fund and PEPFAR activities on an inter- 
national level. Further strengthening the partnership of PEPFAR and the Global 
Fund, the Global AIDS Coordinator serves as the Chair of the Global Fund Finance 
and Audit Committee, and the USG is also represented on the Policy and Strategy 
committee. Additionally, USG field personnel sit on a majority of national-level 
Global Fund country coordinating mechanisms (CCMs), contributing to the develop- 
ment and selection of proposals and oversight of implementation. 

In PEPFAR focus countries, field personnel from PEPFAR and the Global Fund 
leverage the resources of both programs to deliver a comprehensive program that 
meets shared objectives. For example, in Uganda, all the operational costs of TB/ 
HIV sites are supported by the Global Fund, and PEPFAR supports the personnel, 
training, and quality assurance costs at these sites. Similarly, in many countries, 
PEPFAR country teams have arranged for the Global Fund to supply antiretroviral 
drugs and commodities to HIV treatment sites, while PEPFAR supports the per- 
sonnel, training, infrastructure improvement, operations, and quality assurance of 
these sites. As the two largest international partners in most PEPFAR focus coun- 
tries, the Global Fund and PEPFAR work together under one national plan and 
strategy, consistent with the UNAIDS “Three Ones” principles. 

In other PEPFAR countries, where the Global Fund is often the largest inter- 
national partner on HIV/AIDS, PEPFAR works to maximize the impact of Global 
Fund resources and to fill gaps in support of a comprehensive HIV/AlDS program. 
At the request of Global Fund Country Coordinating Mechanisms, PEPFAR provides 
technical assistance to Global Fund grantees, helping them overcome bottlenecks, 
expand access to services, and resolve major issues that can cause grant failure in 
areas such as program management; governance and transparency; procurement 
and supply-chain management; and monitoring and evaluation. 

To further promote coordination, PEPFAR has entered into Memoranda of Under- 
standing (MOUs) with the Ministries of Health and the Global Fund in several 
countries. These documents help clarify collaboration and partnership activities in 
such areas as antiretroviral treatment (ART) provision. 

The United Nations 

Working with U.N. partners strengthens PEPFAR’s response to HIV/AIDS. A visi- 
ble example of the advantages of working through the U.N. emerged in 2006 at the 
U.N. General Assembly High Level Meeting on AIDS, where First Lady Laura Bush 
called for an International Voluntary HIV Counseling and Testing Day. After a 
successful feasibility study by UNAIDS, the USG and 24 other governments from 
Africa, the Americas, and Asia proposed a decision calling on all U.N. Member 
States to observe an International Voluntary HIV Counseling and Testing Day in 
2007, and this decision was adopted by consensus at the U.N. General Assembly. 
PEPFAR now is working with WHO and UNAIDS to support countries in holding 
successful Testing Day events. 

PEPFAR also actively supports the work of UNAIDS, and provided over $30 mil- 
lion in funding in 2007. The previously mentioned “Three Ones” agreement, of 
which PEPFAR has been a key supporter, was also developed under the auspices 
of UNAIDS. PEPFAR also participates on the Global Task Team on Improving AIDS 
Coordination Among Multilateral Institutions and International Donors (GTT), 
which was created in 2005 to help implement the Three Ones. The GTT has made 
specific recommendations for partner coordination under the Three Ones, particu- 
larly within the multilateral system, resolving areas of duplication and gaps in the 
global response to HIV/AIDS. 

PEPFAR’s strategic information team has worked intensively with UNAIDS and 
other international partners to implement the GTT’s recommendations in the moni- 
toring and evaluation area. One result has been the close partnership between 
PEPFAR and the WHO to develop patient monitoring guidelines, which are an im- 
portant step toward a standardized approach to monitoring patients on ART. At the 
country level, the Global Fund, Millennium Challenge Corporation, non-PEPFAR 
USG agencies and offices, and PEPFAR country teams cosponsor Demographic 
Health Surveys, which provide one set of national behavioral and health data for 
each country. 

Additionally, PEPFAR technical experts participate in U.N.-led joint reviews of 
TB and HIV/AIDS programs and collaborate closely with WHO experts to support 
the development of normative WHO guidelines in areas such as treating children 
with TB and managing smear-negative TB. PEPFAR country teams also work in 
partnership with UNICEF to help deliver care and support services for orphans and 
vulnerable children across PEPFAR countries, using a 6-point strategy. 



44 


The World Health Organization 

As a WHO Member State with considerable expertise in HIV/AIDS, the United 
States plays a key role in formulating HIV/AIDS-related policy and guidelines. The 
USG actively participates in the World Health Assembly — where Emergency Plan 
policy often informs the discussion — and partners with WHO and host country gov- 
ernments to adapt and implement such policies at the country level. PEPFAR also 
seconds a number of senior USG technical experts to WHO each year to further es- 
tablish technical coordination and program integration. 

PEPFAR cooperation with WHO is especially important in several areas, includ- 
ing rolling out male circumcision, prevention of mother-to-child HIV transmission, 
safe blood programs, and fighting TB/HIV coinfection. For example, PEPFAR sup- 
ports a roughly $2 million, 2-year PEPFAR-WHO collaboration that is conducting 
innovative TB/HIV work in Ethiopia, Kenya, and Rwanda. This project provides 
HIV counseling and testing for clients attending TB clinics, as well as linkages be- 
tween TB and HIV/AIDS programs, in order to improve access to ART for TB pa- 
tients or suspects. PEPFAR also supports WHO’s Green Light Committee and the 
international partnership STOP-TB in their country efforts to prevent and treat TB, 
including drug-resistant TB. 

A second major PEPFAR-WHO partnership addresses the chronic shortage of 
adequately trained health care workers in PEPFAR countries. A PEPFAR-WHO 
joint effort addresses the constraints countries face in promoting effective “task- 
shifting” from physicians and nurses to less highly skilled health care workers. The 
joint project focuses on three activities: (1) Identification and documentation of best 
practices; (2) standardization of training and certification criteria; and (3) definition 
of the policy, legal, financial, and social framework for task-shifting. To accomplish 
these three activities, research would be conducted and methods piloted in a 
targeted but diverse group of countries which includes Ethiopia, Haiti, Malawi, 
Mozambique, Rwanda, and Uganda. 

National-level partnerships between PEPFAR and the WHO further implement 
these international-level initiatives. For example, Namibia has adopted WHO clin- 
ical care guidelines that are based on a task-shifted model of integrated HIV and 
primary health care. PEPFAR and WHO staff in Namibia work together to coordi- 
nate policy development, operations support, quality assurance, and the training 
and oversight of the health workforce at the sites implementing these guidelines. 

Additionally, PEPFAR and WHO are working together to make essential anti- 
retroviral drugs (ARVs) more rapidly available in countries where they are most ur- 
gently needed. HHS/FDA and the WHO Prequalification Program have established 
a confidentiality agreement by which, with company permission, the two 
organizations share dossier information regarding reviews and inspections. As a 
result, generic ARVs which have been HHS/FDA approved or tentatively approved 
can be added rapidly to the WHO prequalification list. The rapid WHO pre- 
qualification of these medications hastens in-country drug regulatory review and, 
consequently, the availability of lower cost, high-quality ARVs in-country. 

Last, together with UNICEF and WHO, PEPFAR has launched a public-private 
partnership to promote scientific and technical discussions on solutions for pediatric 
HIV treatment, formulations, and access. This partnership brings together the re- 
sources of innovator and generic pharmaceutical companies, civil society organiza- 
tions — such as the Elizabeth Glaser Pediatric AIDS Foundation and the Clinton 
Foundation — and the U.N. system, to maximize the utility of currently available pe- 
diatric formulations and to accelerate children’s access to treatment. 

GENDER-BASED VIOLENCE 

Question. As I mentioned during the hearing, I will soon be introducing, along 
with Senator Lugar, a comprehensive piece of legislation which will address violence 
against women and girls internationally. How, generally speaking, can increased 
programming and training to prevent and respond to violence against women and 
girls impact the work and initiatives of your office, particularly with respect to gen- 
der-based violence and the transmission of HIV? 

Answer. Gender-based violence (GBV) is a critical factor in the spread of HIV/ 
AIDS and challenges the health and well-being of women and girls worldwide. 
PEPFAR has invested significantly in programming to address the intersection of 
GBV and HIV/AIDS and welcomes broader USG involvement to prevent and re- 
spond to violence against women and girls globally. As a general matter, increased 
efforts to address the societal issues of violence against women and girls will sup- 
port HIV/AIDS efforts, because GBV is a driver of HIV/AIDS transmission. Effective 
efforts to address male norms, alcohol, and other drivers of GBV can thus have a 
positive, secondary effect on HIV/AIDS programs. 
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PEPFAR’s strategic investments in GBV related to HIV/AIDS impact the HIV/ 
AIDS pandemic, while also contributing to a broader USG mission to combat GBV 
globally. PEPFAR investment in GBV has increased each year, and in FY 2007, this 
support rose to over $188 million, an 80-percent increase from FY 2006, and in- 
cluded more than 313 activities in the 15 focus countries. GBV interventions sup- 
ported through PEPFAR are programmed both as “stand-alone” activities (where ad- 
dressing GBV is a primary objective) and “integrated” activities (where addressing 
GBV is a secondary objective within a broader program). In FY 2007 PEPFAR 
launched three Gender Special Initiatives, one of which responds to victims of sex- 
ual violence, rape, and assault in clinical settings. Implemented in three focus coun- 
tries (South Africa, Rwanda, and Uganda), this intervention will develop and test 
optimal models of service delivery for victims, including post-exposure prophylaxis 
(PEP) and linkages to police and judicial support. Lessons from these initiatives will 
then be shared across all countries. 

PEPFAR is committed to leveraging existing comprehensive programs to deliver 
GBV activities. The Women’s Justice and Empowerment Initiative (WJEI) is an 
example of this leveraging; PEPFAR funds will support PEP and other HIV/AIDS- 
related GBV activities, while WJEI addresses other needs, including capacity-build- 
ing for police and access to legal services. Additionally, PEPFAR works in the 
following program areas to reduce GBV and its effects globally: 

Services for victims of sexual violence. Examples include clinical management sup- 
ported by psychosocial/trauma counseling, linkages to legal assistance, emergency 
shelter and social support, and longer term community reintegration. PEPFAR is 
also working to develop “wraparound” activities, such as with WJEI, on policy and 
legal reform, justice system strengthening, capacity-building of police, access to legal 
services, economic empowerment activities, and temporary shelter. 

Screening and counseling for GBV within PMTCT, HIV counseling and testing, 
and other HIV! AIDS services. PEPFAR supports GBV screening and counseling in 
health care settings, expanding the reach of existing GBV programs and strength- 
ening local NGOs (including faith- and community-based organizations) to fill gaps 
in social support services, supplement efforts in the health sector. 

Empowering girls and women to prevent, identify, and leave abusive relationships. 
PEPFAR activities support women and girls in avoiding or stepping out of violent 
situations through life-skills and income-generating activities, among others. 

Working with men to prevent violence against women and girls. PEPFAR supports 
HIV prevention programs that work with young men and boys to change male 
norms associated with HIV infection, including behaviors that lead to sexual vio- 
lence. PEPFAR will continue to expand these efforts, which serve as a promising 
area for potential future collaborations to promote effective interventions for reha- 
bilitation and prevention among perpetrators. 

Changing community and social norms that condone or facilitate GBV. PEPFAR 
supports intensified and coordinated public education campaigns and awareness- 
raising about GBV that utilize a variety of community-based and media strategies. 

Strengthening policy and legal frameworks. PEPFAR supports efforts in host 
nations to develop and enforce stronger laws against GBV, as well as policies that 
reduce GBV indirectly, such as codification of women’s inheritance rights. 

PEPFAR will continue to work collaboratively to respond to the intersection of 
GBV and HIV/AIDS. 


Responses of Ambassador Mark Dybul to Questions Submitted by Senator 

Robert Menendez 

health system strengthening 

Question. We have heard from various stakeholders that although PEPFAR has 
shown some real success, there is a concern about the sustainability of the program 
at the country level due to the great need to strengthen developing country health 
systems. We all know that effective HIV care requires more than treatment. It also 
requires laboratory capacity to perform CD4 testing, to diagnose tuberculosis and 
treat opportunistic infections. 

• Will PEPFAR be taking these issues into account in the next phase of the pro- 
gram? 

Answer. PEPFAR has significantly invested in sustainable improvements to na- 
tional health systems, and plans to continue to do so. PEPFAR’s core approach is 
based on stren^hening the network model of care in national health systems by in- 
vesting in central referral centers, provincial and district facilities, primary health 
care centers, and ultimately, communities. While PEPFAR’s focus has been to 
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strengthen HIV/AIDS efforts, the use of this model has resulted in much broader 
impact across health care systems. In FYs 2004-06 in the 15 focus countries, the 
Emergency Plan supported the training or retraining of more than 1.6 million 
health care providers and provided infrastructural improvements, technical assist- 
ance, and/or operations support for over 25,100 service delivery sites. These trained 
health care workers not only deliver better services, improving the quality of care 
across the entire system, but also can free up other health care workers for addi- 
tional tasks. 

Some have expressed concern that a significant expansion of HIV/AIDS programs 
could draw resources and personnel from other health fields. However, the data do 
not support that view. In recent decades, child mortality increased in Botswana due 
to HIV/AIDS despite a significant increase in government resources for child sur- 
vival and health. Now that investments in HIV/AIDS programs have scaled up 
significantly, infant mortality is declining again. In a study in Rwanda of 22 non- 
HIV/AIDS indicators, 17 showed statistically significant increases after the introduc- 
tion of basic HIV care. In addition, in many countries, 50 percent of hospital admis- 
sions are due to HIV/AIDS. As effective HIV care and treatment programs are 
implemented, hospital admissions plummet, easing the burden on health care staff 
throughout the system. 

Further, PEPFAR supports the salaries of tens of thousands of health care work- 
ers. In Namibia, PEFPAR-supported clinical staff provide the vast majority of HIV 
treatment in the entire country. These health care workers, though trained in HIV 
treatment, are also trained and supported to provide health services to HIV and 
non-HIV patients. PEPFAR further strengthens preservice training institutions, 
through infrastructure, curriculum, and faculty development, which significantly in- 
crease the number of health care workers available to the health system each year. 

PEPFAR also builds and renovates clinics, pharmacies, and laboratories, which 
offer patient care for HIV- and non-HIV-related needs. Additionally, PEPFAR sup- 
ports ongoing training, mentoring, and other support to Ministries of Health and 
indigenous partners in key areas of HIV/AIDS programming, such as policy develop- 
ment, health systems planning, program implementation, and monitoring and eval- 
uation. As a measure of this commitment, over 80 percent of PEPFAR partners are 
indigenous organizations. Overall, PEPFAR estimates its FY 2007 investment in 
network development, human resources, and local organizational capacity develop- 
ment and training at approximately $638 million, or approximately one-quarter of 
total PEPFAR program resources. 

Moreover, PEPFAR support for the development of sustainable strategic informa- 
tion systems to measure PEPFAR’s progress toward its prevention, care, and treat- 
ment targets has directly resulted in the strengthening of country health moni- 
toring, reporting, surveillance and evaluation systems, all of which lead to improved 
programming. The surveillance, patient record, and country reporting systems that 
are either in place or being created are leading to improved methods of disease 
tracking. 

Laboratory capacity 

Laboratory capacity is an essential component of PEPFAR support. In every focus 
country, PEPFAR supports the establishment of national, tiered laboratory net- 
works, built upon an accredited national reference laboratory. In 2007, PEPFAR in- 
vested approximately $160 million in strengthening laboratory networks, through 
activities such as construction and renovation of laboratories, training of laboratory 
personnel, strengthening laboratory supply chains, and building of quality assur- 
ance programs. The increased laboratory capacity supported by PEPFAR to provide 
HLV/AIDS services also provides essential lab tests that benefit a wide range of pa- 
tients in addition to those with HIV. 

Similarly, PEPFAR works with host countries through its Supply Chain Manage- 
ment System to build transparent and accountable procurement and supply systems 
that ensure an uninterrupted supply of high-quality and low-cost drugs, lab equip- 
ment, testing kits, condoms, and other critical commodities. Along with HIV/AlDS 
commodities, these supply chains can deliver medicines and supplies for malaria, tu- 
berculosis, and other diseases. 

In 2007 PEPFAR launched a pioneering, $18 million public-private partnership 
with Becton, Dickenson, and Company, an international global medical technology 
firm, to build laboratory capacity in several PEPFAR focus countries that are se- 
verely affected by HIV and TB. The 5-year partnership will support host govern- 
ments and partners to develop integrated laboratory systems, services, and quality- 
improvement strategies; improve the quality of laboratory diagnostics for HIV and 
TB; implement quality-control and quality-assurance guidelines and supervisory 
tools for hematology, chemistry, CD4 testing and rapid HIV testing; and strengthen 
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TB reference sites to serve as centralized training facilities. The partnership will in- 
crease laboratory capacity in target countries by 15-20 percent in its first year. 

Overall, PEPFAR investment has created a self-reinforcing ripple effect of positive 
change in national health systems. Building the capacity of leadership and infra- 
structure to plan and address the health conditions associated with HIV/AIDS in- 
creases capability and confidence to address planning and service delivery in other 
health issues. Instead of any negative impact on health systems, the data from 
PEPFAR sites has demonstrated increases in the uptake of services in family plan- 
ning, care, maternal and child health, and STD services, after HIV/AIDS invest- 
ments were made. 

PEPFAR will continue to support health systems and capacity-building initiatives 
to further advance these capabilities, and will continue to work to foster increased 
financial commitment and needed policy change by host governments. PEPFAR will 
also deepen existing relationships to other international partners and USG pro- 
grams to strengthen joint efforts to address related issues that impact people living 
with HIV, such as nutrition, education, and gender. 

SAFE INJECTION PRACTICES 

Question. One of the prevention initiatives that has been proven to be both highly 
effective and cost-effective is integrating safe injection practices and the use of safe 
injection devices into the practice of medicine. This phase of PEPFAR does not in- 
clude a line item for these programs. 

• Nonetheless, is it correct that the program will continue these efforts in light 
of their effectiveness in preventing transmission? 

Answer. According to UNAIDS, unsafe injections in health care settings account 
for approximately 2.5 percent of new infections in sub-Saharan Africa. In FY 2007 
PEPFAR invested over $12.4 million in promoting injection safety, and plans to con- 
tinue to support interventions for safe injection practices in the next phase of the 
Emergency Plan. Ongoing activities include improving injection safety practices 
through training and capacity-building; ensuring the safe management of sharps 
and waste; and reducing unnecessary injections through the development and imple- 
mentation of targeted advocacy and behavior-change strategies. 

TUBERCULOSIS DIAGNOSIS 

Question. For a number of years, HIV and infectious disease experts have recog- 
nized that linking tuberculosis diagnosis and care and HIV diagnosis and care are 
critical to effectively managing care for people living with HIV/AIDS. The Global 
AIDS Roundtable has recommended that PEPFAR allocate at least 10 percent of its 
funding to diagnosing and treating TB in HIV-infected patients. 

• Will the program integrate this recommendation into its strategic plan? 

Answer. The coinfection of TB and HIV is a serious threat to the public health 

progress of many countries supported by the Emergency Plan. The Emergency Plan 
has invested significant resources in combating the coinfection of TB and HIV, lead- 
ing a unified U.S. Government (USG) response to fully integrate HIV prevention, 
treatment, and care with TB services at the country level in Emergency Plan coun- 
tries. PEPFAR is the largest bilateral supporter of TB programs in tbe world, in- 
vesting resources in three primary ways. 

First, for FY 2007, the Emergency Plan has dedicated over $131 million to TB/ 
HIV activities. Funding supports providing HIV testing for people with TB and TB 
diagnostics for people living with HIV; ensuring eligible TB patients receive HIV/ 
AIDS prevention, treatment, and care; implementing the WHO-recommended TB 
treatment protocol. Directly Observed Therapy — Short Course (DOTS); bolstering 
surveillance and infection control activities; strengthening laboratory capacity and 
supply chain management; and working with the U.S. Federal TB Task Force to co- 
ordinate the USG response. 

Second, the USG is the largest contributor to our most significant partner in the 
prevention and control of TB — the Global Fund to Fight AIDS, Tuberculosis, and 
Malaria. The United States Government, through PEPFAR, contributed $724 mil- 
lion in 2007, representing nearly one-tbird of the fund’s contributions from all 
sources. With these resources, the Global Fund has committed roughly 17 percent 
of its funding to national TB programs around the world. As a result, $123.1 million 
of Global Fund TB activities can be considered as coming from PEPFAR’s 2007 
ontribution. [This figure was estimated by multiplying PEPFAR’s annual contribu- 
tion to the Global Fund by 17%, which represents annual PEPFAR funding that 
supports Global Fund TB activities.] This support includes technical assistance to 
the Global Fund country coordinating mechanisms to strengthen the planning, im- 
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plementation, and evaluation of TB grant activities. PEPFAR is also involved in the 
oversight and management of the Global Fund, with high-level representation on 
the Board and several Global Fund committees, to ensure effective program 
delivery. 

Third, the Emergency Plan invests additional resources for TB globally through 
strategic partnerships with the World Health Organization, and the STOP TB Part- 
nership. The Emergency Plan works closely with the WHO to implement a 2-year 
collaborative effort to support scale-up of TB/HIV services in Rwanda, Kenya, and 
Ethiopia. With the STOP TB Partnership, the Emergency Plan provides technical 
assistance for the Advocacy, Communication and Social Mobilization (ACM) compo- 
nents of Global Fund TB grant programs to stimulate demand for TB services. 

Through these three major mechanisms for reducing TB globally — (1) direct fund- 
ing for PEPFAR TB/HIV activities, (2) financial and technical support for the Global 
Fund TB activities, and (3) financial and technical support for other major inter- 
national TB partnerships — PEPFAR is a leader in global contributions to inter- 
national TB efforts. The Emergency Plan will continue its efforts to control the 
spread of TB/HIV in the next phase. 

Question. As a leading killer of people living with HIV/AIDS, tuberculosis is inex- 
tricably linked to the HIV/AIDS epidemic. Given the high rates of TB-HIV coinfec- 
tion in the 12 PEPFAR focus countries in Africa, TB programs present an oppor- 
tunity to identify additional HIV-positive individuals who are eligible for treatment. 
Similarly, HIV clinics provide an opportunity to screen for TB. 

• Given these opportunities, should addressing TB-HIV by increasing integration 
and coordination among programs should be a greater focus in PEPFAR reau- 
thorization? 

Answer. PEPFAR is already investing significantly in the integration and coordi- 
nation of HIV/AIDS and TB programs in clinical and laboratory facilities, as well 
as at the level of policy, surveillance, and monitoring and evaluation systems. 
PEPFAR support for HIV care and treatment provides an extensive platform for in- 
tensified TB case finding. This includes routine screening for signs and symptoms 
of TB disease and rapid initiation of appropriate treatment. This effort also has the 
important effect of interrupting secondary infection of TB in susceptible individ- 
uals — including people living with HIV — and the community at large. 

As noted, for FY 2007, the Emergency Plan has dedicated over $131 million to 
TB/HIV activities, which include support for: Providing HIV testing for people with 
TB and TB diagnostics for people living with HIV, including cross-referrals to care; 
ensuring eligible TB patients receive HIV/AIDS prevention, treatment, and care; 
bolstering integrated surveillance activities; and strengthening integrated laboratory 
capacity and supply chain management to address HIV- and TB-related equipment 
and commodities. Country teams are working closely with Ministries of Health to 
develop national HIV/TB integration policies and plans, including integrated service 
delivery and monitoring and evaluation. 

As described in the response to question 3, PEPFAR is also a major contributor 
of funding, technical assistance, and strategic leadership to the most significant 
international partners on TB efforts, including the Global Fund, the WHO, and the 
STOP TB Partnership. PEPFAR involvement in the TB/HIV activities of these part- 
ners supports scale-up and integration of TB activities within PEPFAR country pro- 
grams and beyond. 

As country capacity and programming expands, PEPFAR will continue to focus on 
the TB/HIV nexus in its bilateral programs and in its collaboration with other USG 
TB efforts, the Global Fund, and host nations. 

Question. Drug-resistant forms of TB, including “extensively drug resistant” or 
“XDR”-TB, threaten to undermine progress in reducing AIDS-related mortality. A 
well-publicized 2006 outbreak of XDR-TB in South Africa among 53 patients re- 
sulted in death in all but one patient. All those tested for HIV were found to be 
positive and 15 of the patients who died were on antiretroviral (ARV) treatment for 
HIV, indicating that ARVs were not protective against this form of TB. The threat 
of XDR-TB moving beyond Southern Africa to the rest the continent could have dire 
consequences. 

• How can the threat of drug-resistant TB be comprehensively addressed in HPV/ 
AIDS programming? 

Answer. Drug-resistant tuberculosis, including multidrug resistant (MDR-TB) 
and extensively drug resistant (XDR-TB) strains, is a threat to people living with 
HIV. In many high-HIV prevalence countries, TB is the leading cause of mortality 
in people living with HIV/AIDS, and in some PEPFAR countries, 80 percent of indi- 
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viduals with TB are also infected with HIV. The HIV/AIDS pandemic has also se- 
verely compromised TB control efforts internationally. 

One week after the WHO issued a global alert over emerging strains of XDR-TB, 
PEPFAR attended an emergency experts meeting with TB officials from 11 South- 
ern African countries and others in Johannesburg, South Africa, in September, 
2006. During this meeting, a seven-point emergency action plan for a coordinated 
global response to XDR-TB was established. PEPFAR supports the global task force 
on XDR-TB in conducting the following activities: (1) Developing national emer- 
gency response plans for MDR and XDR-TB in line with national TB control plans 
that strengthen basic TB control and the proper use of second-line drugs; (2) con- 
ducting rapid surveys of MDR-TB and XDR-TB; (3) enhancing current laboratory 
capacity; (4) implementing urgent infection control precautions in health care facili- 
ties, especially those providing care for people living with HIV; (5) establishing and 
improving technical capacity of clinical and public health managers to effectively re- 
spond to MDR-TB and XDR-TB; (6) making antiretroviral treatment available to 
HIV-positive TB patients through joint TB/HIV activities; and (7) increasing re- 
search and support for rapid diagnostic tests and anti-TB drug development. 

Examples of PEPEAR activities in this effort include: Support for improved TB 
case finding; enhanced access to TB culture and drug susceptibility testing; environ- 
mental assessments to prevent nosocomial transmission of TB; and rapid initiation 
of appropriate drug treatment. PEPFAR is also providing resources for development 
of policies, guidelines, and implementation of TB infection control activities focused 
on HIV care and treatment settings and TB programs to prevent TB transmission 
to health care workers, patients, and visitors. 

The Emergency Plan is also supporting rapid TB testing, drug resistance surveil- 
lance, and other activities that specifically help prevent and control MDR- and 
XDR-TB, and working closely with the United States Federal TB Task Force to co- 
ordinate the USG response. The Emergency Plan also provides technical assistance 
funding to the WHO-coordinated Green Light Committee (GLC) to assist Global 
Eund Grant recipient countries in improving their capacity to provide treatment for 
MDR-TB. 

PEPFAR support to develop basic infrastructure and capacity for addressing 
nondrug-resistant TB establishes the foundation upon which investments in more 
advanced capabilities for MDR- and XDR-TB can occur. In this way, all of 
PEPFAR’s FY 2007 investment of approximately $131 million in TB/HIV activities — 
described in an earlier response — contributes to the global effort to combat drug- 
resistant TB. 
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